


rg- 


1es 


lar 


ion 





The JO URNAL of the Oklahoma State Medical Association 


Volume 49 


November 1956 Number 11 


CONTENTS 


445 
445 
446 


EDITORIALS 
Oklahoma Hospitals and Internships 
Competence To Practice 
Diabetes Week 


SCIENTIFIC ARTICLES 


Observations on A Diagnostic Court Service, 
G. W. Kleinschmidt, M.D. 

Poisoning By Organic Phosphorus Insecti- 
cides, Walter F. Sethney, M.D. 

The Clinical Management of Hodgkin’s Dis- 
ease, Walter E. Brown, M.D. 


Clinical Pathologic Conference, Howard C. 
Hopps, M.D., and Wiley T. McCollum, M.D. 


ASSOCIATION ACTIVITIES 
President’s Letter 
Poison Information Center Releases Report 
A.M.A. Launches Survey 
Former Foundation Chemist To Head Colo- 
rado Research Institute 
Uniform Chemical Labeling Law Proposed 
Pioneer Physician Retires 
Infant Eye Disease Related To Length of 
Time in Oxygen 
Oklahoma County Proposes Resolution Con- 
demning VA Hospital Policies 
Southwestern Medical Meeting Held October 
10 in Lawton 
Physicians Subject to Regular Draft 
The March of Medicine 
O.S.M.A. Honors Students 
Ford Foundation Announces Medical School 
Grants 
National Auxiliary Conference Held in Chi- 
cago 
Tulsans Hear Noted Speaker 
Southern Medical! Association To Meet in 
Washington, D.C. 
A.H.A. Releases Statistics 
Deaths 
Classified Advertising, 514 
Index To Advertisers, xxxv 


EDITORIAL BOARD 


Ben H. Nicholson, M.D., Oklahoma City, Editor- 
in-Chief; E. Eugene Rice, M.D., Shawnee; John 
G. Matt, M.D., Tulsa; Neta Alisman, Editorial 
Assistant; Dick Graham, Oklahoma City, Busi- 
ness Manager, Don Bleir, Oklahoma City, 
Associate Business Manager. Associate Board: 
Howard A. Bennett, M.D., Harrell C. Dodson, 
M.D., Thomes H. Haight, M.D., James F. 
Hammeorsten, M.D., John E. McDonald, M.D., 
and Wm. J. Osher, M.D. 


CONTRIBUTIONS 


Articles accepted by this Journal for publi- 
cation including those read at the annual 
ineetings of the State Association are the sole 
property of this Journal. 

The Editorial Department is not Jen | 
for the opinions expressed in original 
articles of contributors. 


MANUSCRIPTS 


Manuscripts may be withdrawn by authors 
for publication elsewhere only upon the ap- 
proval of the Editorial Board. 

Manuscripts should be typewritten, double- 
spaced, on white paper 8% x 11 inches. The 
original copy and one carbon copy should be 
submitted. 


Footnotes, -_— 7 and legends for 
illustrations shoul on separate 
sheets in double space. Bibliograph 
should follow this order: Name of author, 
title of article, name of periodical with vol- 
ume, page and date of publication. 
Manuscripts are accepted subject to the 
usual editorial revisions and with the under- 
standing that they have not been published 
elsewhere. 


NEWS 


Local news of interest to the medical pro- 
fession, changes of address, births, deaths and 
weddings will be gratefully received. 


ADVERTISING 


Advertising of articles, drugs or compounds 
unapproved 4 the Council on Pharmacy of 
the A.M.A. will not be accepted. Adv 
rates will be supplied on application. It is 
suggested that members of State Aasso- 
= patronize our advertisers in preference 
to others. 


REPRINTS 


Reprints of original articles will be supplied 
at actual cost provided request for A is 
attached to manuscripts or made in suffi- 
cient time before publication. Checks for 
reprints should be made payable to The Tran- 
script Company, Norman, Oklahoma. 


THE JOURNAL is the official publication of the Oklahoma State Medical Association, and is published monthly ex- 


cept semi-monthly in April, 


tion, Oklahoma City, Oklahoma. Publication office (printer) : 
change of address notices to P.O. Box 9696, Shartel Station, Oklahoma City, Oklahoma. Subscription to THE JOURNAL 
is included in membership fee. Other subscriptions are $5.00 per year or $1.00 per copy with each request subject to 
approval of the Editorial Board. 


1879. Copyright, 


under the direction of the Council, 601 N.W. Expressway, P.O. Box 9696, Shartel Sto- 
111 South Peters Ave., Norman, Oklahoma. Send all 


Entered as second-class mail at the post office at Norman, Oklahoma, under the Act of Congress of March 3, 
1956, by the Oklahoma State Medical Association. 


Journal of the Oklahoma State Medical Association 





Suspension 


Chloromycetin 


Palmitate 


pleasant-tasting Chloromycetin for pediatric use 


Supplied: susPENSION CHLOROMYCETIN PALMITATE, containing 
the equivalent of 125 mg. of CHLOROMYCETIN per 4 cc., is available in 60-cc. vials. 


PANY DETROIT 32, MICHIGAN 


50030 








SPECIAL REPORT 





Military Dependents Medical Care Act 


WHAT IS IT? 


The biggest news in medicine today concerns the 
“Medicare” bill which was recently passed by the 
84th Congress. The Act (Public Law 569) provides 
benefits to: dependents of all branches of the 
armed services, Coast Guard, commissioned corps 
of Coast and Geodetic Survey and commissioned 
corps of the U. S. Public Health Service. 


All dependents of active duty personnel will be eli- 
gible for medical and hospital care from private 
sources. Physicians will be compensated for their 
efforts by the Federal Government, using a mutually 
agreeable fee schedule. 


Benefits obtainable through a private physician 
and hospital are: treatment of acute medical and 
surgical conditions and contagious diseases; obstet- 
rical and maternity care; 365 days hospitalization 
in semi-private rooms; diagnostic tests and pro- 
cedures incident to hospitalization; and required 
services of a physician prior to and following hos- 
pitalization for injury or surgery. 


Because of the law’s importance and 
the many problems it poses for the 
medical profession, this report is de- 
voted to a factual account of the his- 
torical background, the status of regula- 
tions now being promulgated in Wash- 
ington to implement the act, and a cur- 
rent report of the present status in the 
State of Oklahoma. 


FLASHBACK TO MOULTON FINDINGS IN 1953 


The Moulton Commission reported its findings and 
recommendations with respect to dependent medical 
care. The American Medical Association opposed 
the major recommendations, as well as the subse- 
quent bills introduced to implement them. Briefly, 
the AMA took its position on the grounds that the 
legislation would result in a big expansion of the 
military hospital establishment and the continua- 
tion of the doctor draft. 


In Deeember, 1954, the AMA House of Delegates 
voted that “if it is to be the policy of government 
to provide medical care for dependents of service 
personnel, the services of civilian physicians and 
hospitals be used whenever possible, to be paid 
for at prevailing rates with provision for free choice 
of physicians.” 


In 1955, Congress shifted its position and developed 
legislation emphasizing utilization of civilian re- 
sources. 


TWO TESTIFY ON BEHALF OF AMA 


On January 25, 1956, Doctor Edwin S. Hamilton, 
an AMA trustee, testified on behalf of the AMA 
before a subcommittee on Armed Services of the 
House of Representatives. 


Doctor Hamilton urged that if Congress saw fit 
to provide additional medical care to dependents, 
“increased emphasis should be placed on the utiliza- 
tion of civilian facilities and the services of civilian 
physicians. 


*‘Not only does care furnished under these circum- 
stances place an unnecessary strain on the medical 
corps,” he continued, “‘but it is detrimental to the 
medical care of the civilian population as a whole.’’ 
Doctor Hamilton enlarged on this point, stating that 
expanding military installations were in competition 
with private facilities for trained health specialists. 


Before the bill was enacted, a restriction was 
written in at the request of the uniformed services. 
It provided that the right to private medical care 
may be limited by the Secretary of Defense for 
dependents residing in areas where adequate facili- 
ties are available through military installations. 


The AMA voiced strong objection to this provision, 
but without success. It remains in the law. 


LAW PASSED: AMA URGES COOPERATION 


After the bill became law, the AMA House of 
Delegates on June 11, 1956, adopted a resolution 
urging all medical associations to cooperate with 
the Defense Department and further stated that 
... “A plan or program for any given geographical 
area should first be approved by the organized 
medical profession of that area. . .” 


At the same time, the House also directed the 
Board of Trustees ‘“‘to initiate direct liaison with 
the Defense Department and render all reasonable 
and effective aid and assistance to state and county 
medical societies toward implementation of the 
Act.” The Board thereupon appointed a special 
Task Force on Dependent Medical Care. 


SERIES OF CONFERENCES BEGIN 


A series of conferences began between the AMA 
committee and one from the Department of De- 
fense. On many issues the two were able to reach 
complete agreement, although some of the AMA 
suggestions were rejected. 


MEDICAL SOCIETY REPRESENTATIVES MEET 


On July 28-29, a meeting in Chicago of representa- 
tives of constituent medical associations was called 
by the AMA (this meeting was followed by regional 
meetings where further clarification was provided) 
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At the Chicago meeting, representatives from the 
Department of Defense outlined their plans and 
answered many questions. 


The Conference recommended that constituent 
medical associations determine immediately if they: 


1. Were ready to cooperate with the Defense De- 
partment in promoting the program; 2. Would pre- 
pare a schedule of allowances for the reimburse- 
ment of physicians for medical services, on a state 
or area basis; 3. Would indicate preferences for 
the contracting agent and fiscal administrator. 


The appropriate policy-making bodies of 46 con- 
stituent associations has selected to date as con- 
tracting agency: the constituent medical associa- 
tion in 34 instances, a Blue Shield plan in seven, 
and no clear indication of preference in five in- 
stances. 


To date, the fiscal administrator preferences are: 
Blue Shield plans in 31 instances, the constituent 
medical association in 14, and an insurance company 
in one state. 


OSMA COUNCIL MEETS 


On September 9, 1956, H. M. McClure, M.D., 
President of the Oklahoma State Medical Associa- 
tion, called a Council Meeting. A report on the 
“Medicare” law was given by H. H. Macumber, 
M.D., Chairman of the Committee on Medical Serv- 
ice, Hospitals and Prepaid Insurance. Doctor Ma- 
cumber outlined the provisions of the law and told 
the Council the American Medical Association had 
asked them to make several decisions regarding the 
implementation of the law (above). 


After considerable debate, the Council voted to 
(1) participate in the program; (2) designated Blue 
Shield as the fiscal agent; (3) designated the OSMA 
as the contracting agent and (4) directed that Doc- 
tor Macumber’s committee be empowered to draft 
a tentative fee schedule for the whole state. 


TENTATIVE FEE SCHEDULE DRAFTED 


Doctor Macumber’s Committee immediately went 
to work to draft a fee schedule, representative of 
the average charges in this geographical area for 
some 1400 medical and surgical procedures. Mem- 
bers of the committee are Doctors H. H. Macumber 
of Chickasha, C. M. Bielstein of Oklahoma City, 
Walter Brown of Tulsa, J. E. Highland of Muskogee, 
Horton Hughes of Shawnee, Gerald Rogers of Okla- 
homa City and Henry Russell of Enid. 


The committee decided to use the California Rela- 
tive Value Schedule to accomplish their task. In 
this schedule, medical and surgical procedures are 
assigned a relative value, determined by evaluating 
their comparative worth in terms of units (each unit 
equals one). The next step was to determine the 
value of each unit for the categories of medicine, 
surgery, anesthesiology, pathology and radiology. 


The unit values of each classification would then be 
multiplied times their relative values to determine 
fees. 


County societies were surveyed and information 
was thereby gathered concerning average fees over 
the state in the above mentioned classifications. 
Specialty groups were also contacted as well as 
Blue Shield, who supplied a report giving a break- 
down of actual charges submitted by Oklahoma 
physicians during the past year. From all of this 
information, the committee had a yardstick and 
finally arrived at unit values of $4.00 for medicine 
and surgery and $5.00 for anesthesiology, pathology 
and radiology. A few minor adjustments were made 
on certain procedures. 


Work on the fee schedule was completed by Oc- 
tober 1 and Doctor Macumber’s committee trans- 
mitted the suggested schedule to Doctor McClure 
for further action. The schedule was then repro- 
duced in the executive office of the OSMA and in- 
dividual copies were mailed to members of the 
House of Delegates for study. 


HOUSE OF DELEGATES MEETS 


On October 28, Doctor McClure requested a special 
meeting of the House of Delegates, sixty-five at- 
tended. Doctor Macumber reported to the House 
on all aspects of the ‘‘Medicare”’ law. Following 
the presentation, Doctor Clinton Gallaher, speaker 
of the House of Delegates, announced that a motion 
would be entertained regarding the Association’s 
participation in this program. It was moved and 
seconded that .. . ‘““‘The President of the Oklahoma 
State Medical Association, or his designated rep- 
resentative, is duly authorized to accept, negotiate, 
or otherwise put into operation on behalf of the 
Oklahoma State Medical Association, a contract 
with the Department of Defense for the purpose of 
rendering Medical Care to the Dependents of Mili- 
tary personnel as defined by Public Law 569. The 
Fee Schedule recommended by the Oklahoma State 
Medical Association’s committee on Medical Service, 
Hospitals, and Prepaid Insurance is herewith ap- 
proved. The House of Delegates further authorizes 
the President, or his designated representative, to 
make any changes and/or alterations of the fees 
being submitted to the Department of Defense to 
accomplish this purpose.’’ This motion was passed 
with only two dissenting votes. 


CONTRACT BEING NEGOTIATED 


Representatives of the Oklahoma State Medical 
Association are now in Washington negotiating a 
contract between the OSMA and the Department 
of the Army, which is acting as executive agent for 
the Department of Defense. The initial phase of the 
gigantic program of providing medical care to mili- 
tary dependents will soon be completed and the 
program will be put into operation on December 
7, 1956. 














. Editorials 





O<lahoma Hospitals and Internships 


‘here are six hospitals in Oklahoma, in- 
cl: ding the University group of hospitals, 
th t offer internships to graduating students 
o! medicine. These internships are approved 
b\ the Council on Medical Education and 
H spitals of the American Medical Associa- 
ti: ns. 

[he people of the State of Oklahoma and 
th: School of Medicine have a stake in these 
in ernships, for they are part of the system 
of medical education. An internship is the 
fi‘'th year of the student’s training and is 
just as much a requirement as is the first, 
second, third and fourth. The quality of 
training that is offered in these hospitals 
must be a concern of the University, for its 
function in the field of medicine is far more 
than an academic one and is not terminated 
with the awarding of a degree in medicine. 

The School of Medicine is obligated to sup- 
ivy graduates who will: 

1. Serve the medical needs of the people 

of the state as practitioners. 

2. Serve as public health officers. 

3. Teach. 

4. Enter into the field of research. 

The faculty of the School of Medicine has 
the obligation of appraising students with 
these categories in mind. The student should 
be encouraged to enter that field in which 
he can give the best service. The potentially 
great teacher and great man for the field of 
research must not be allowed to let himself 
be blinded by the glitter of material things. 

The majority of students are best suited 
for the practice of medicine. Some of these 
can afford the time and the money necessary 
to pursue a specialty. Many of them, how- 
ever, prefer for one reason or another to 
do general practice in relatively small com- 
munities in the State. It is training for 
this that our private hospitals are well suit- 
ed. Often a boy wants to take an extra 
year to make himself a little better equip- 
ped in surgery, internal medicine, obstetrics 
or some other field. He is not thinking of 
specialty board certification. He just wants 
to make himself a little better doctor. The 
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Board of Regents must have had the prac- 
titioner in mind when the School of Medi- 
cine was authorized to increase the first 
year enrollment to 100 students. 

In a learning situation such as an intern- 
ship the small amount of what might be con- 
sidered exploitation is desirable. Most of 
what an intern is required to do adds to his 
store of knowledge and experience. The boy 
who wants to be spoon fed and who is look- 
ing only for pearls is an abomination now- 
and-later. The School of Medicine must con- 
cern itself with the program for education 
and training that these hospitals have de- 
veloped. Defects and areas for improvement 
should be pointed out. If satisfied with the 
program then the school should give these 
hospitals the strongest support possible. 

The School of Medicine is doing a splendid 
job of post graduate medical education. 
There is, however, no better stimulus to 
study and stock-taking on the part of the 
staff than an alert intern fresh from the 
halls of learning. Let us hope that an in- 
creasing harmony of purpose in training 
young doctors will prevail among all our in- 
stitutions and among all physicians who will 
have any part in preparing them for their 
future work. 


Competence To Practice 

From a statement prepared by Paul R. 
Hawley, M.D., Director of the American Col- 
lege of Surgeons for the Bulletin of the Col- 
lege, the following paragraph is taken: 

“It has been contended that competence to 
practice in special fields should be deter- 
mined by colleagues. There is a far better 
judge of competence—the physician himself. 
If a physician undertakes a procedure which, 
if he were the patient, he would not permit 
one of his level of competence to undertake 
on himself, he is incompetent to do it. The 
moral limit of practice of every physician, 
specialist and general practitioner, was fixed 
almost two thousand years ago by the Great 
Physician who said: “Therefore all things 
whatsoever ye would that men should do to 
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you, do ye even so to them .. .” He who prac- 
tices within this limit is honest with his 
patients; and he who steps out of it betrays 
the trust placed in him.” 

To lift a paragraph and repeat it out of 
the context is unfair, and would be so here, 
were it not for the validity of the statement 
in any context. We need to demonstrate that 
we can more nearly approach the Golden 
Rule within the framework of our system 
than would be possible under any other. 
This is an individual responsibility, not 
something that one can let Joe do. 


Diabetes Week 
What is Diabetes Week? 


It is the third week of November set aside 
eight years ago by the American Diabetes 
Association and is dediciated to education 
for the benefit of the diabetic. 


Increased longevity has increased the pop- 
ulation of “over 40” persons and likewise in- 
creased the number of diabetics. Statisticians 
have established that we have 2.5 million 
known diabetics in the United States and at 
least one million persons who have diabetes 
and do not know it. 


The detection phase of Diabetes Week is 
a means or method of transmitting this in- 
formation to the general public. It is a pub- 
lic service which the American Diabetes 
Association is endeavoring to render and one 
which year after year for the past eight 
years has been received most graciously by 
diabetics, relatives of diabetics, friends and 
acquaintances of diabetics and also the med- 
ical profession. 


Why this notice or announcement to doc- 
tors? Because medical records of patients 
too many times indicate that doctors have, in 
the rushed and busy hours of their practice, 
failed to collect a urine specimen or do a 
blood sugar on patients, as frequently as 
they should. Every doctor regardless of 
specialty very frequently has to deal with 
the ravages of untreated or neglected dia- 
betics. Diabetic coma, premature cardio- 
vascular disease, retinitis, dermatitis, dia- 
betic gangrene, obesity, malnutrition, dif- 
ficult to control infections, slow to heal sur- 
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gical wounds and many other conditions too 
numerous to mention could be prevented or 
easily controlled if the patient and the doc- 
tor were both fully aware and both coup- 
erative in respect to the management of 
diabetes. How could preventive medic ne 
be more satisfactorily and easily practiced 
than by the early recognition of diabetes by 
both the physician and the patient. 

During Diabetes Week there will be maay 
programs arising from national radio broad- 
casting systems and television systems, call- 
ing attention to the public the simple facts. 
Local, state, county and city organizations 
and, in some districts, health associations 
will have detection and education programs 
during Diabetes Week. 


As a member of the committee on Detec- 
tion and Education of the American Diabetes 
Association for the past several years, it has 
been a great source of pleasure to learn of 
the gradual success which physicians have 
met in connection with lowering the per- 
centage of complicated diabetes in the hos- 
pitals and in their offices and, as a member 
of that committee and as chairman of the 
state committee and of the Oklahoma Coun- 
ty Medical Association committee on Dia- 
betes Detection and Education, it is again 
my pleasure to call to your attention this 
splendid program for November 11 to 17, 
1956, and solicit your earnest cooperation. 


May we as physicians be more diligent in 
the performance of frequent urinalysis 
and blood sugars and may we also not forget 
to instruct our diabetic patient that other 
members of the family are much more likely 
to have diabetes than those who do not have 
it in their families. Also watch the over- 
weight and over forty patients carefully for 
diabetes and last, but not least, make a spe- 
cial effort to remind the diabetic who has 
strayed from his diabetic management and 
warn him to the effect that he is subject to 
the same complications as the unknown dia- 
betic who is entirely untreateed. 


Joslin has said, “There is enough knowl- 
edge today for the adequate treatment of 
diabetes, but it needs more general and more 
intense application and the development in 
the patient for a deeper sense of his own re- 
sponsibility for his care.”—Hugh Jeter, M.D. 
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DIAGNOSTIC COURT SERVICE 


[he following paper is based upon the ob- 
se vations of 103 consecutive subjects com- 
mitted to Central State Hospital between 
A gust 1, 1954, and March 10, 1956, under 
the Mental Health Act of 1953, providing 
9-day commitment for observation of sub- 
jects with criminal charges. All the patients 
were returned for disposition prior to April 
1, 1956. It excludes four instances of regu- 
larly committed patients, who had criminal 
charges or were likely to have criminal 
charges, and were returned for administra- 
tive disposition. It also excludes approxi- 
mately four inmates transferred from the 
state penitentiary at McAlester for either 
treatment or examination prior to being 
brought up for parole. It does not include 
numerous patients, approximately 50, who 
were regularly committed because of various 
previous offenses, usually crimes of alco- 
holism or sex offenses. 

In this group were ten juveniles, 14 to 17 
years of age, inclusive. The age groups were 
broken down as follows: 


14 to 17 years of age 10 
18 to 29 years of age 49 
30 to 44 years of age 26 
45 to 59 years of age 10 
60 years and over = 


The marital status of these patients re- 
vealed an interesting fact. 


Married 36 
Separated 2 
Single ; 48 
Divorced 17 
Sex—Female 9 

Male 94 


The distribution by counties in this dis- 
trict of central Oklahoma was for the most 
part according to population with some not- 
able exceptions. Oklahoma County naturally 
had the most with 40, but this was not out 
of proportion to its population. There was 
no apparent difference percentage wise of 
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THE AUTHOR 

G. W. Kleinschmidt, M.D., is a graduate of 
the University of Nebraska and is a member 
of the American Psychiatric Association. Doc- 
tor Kleinschmidt was Chief of the Department 
of Mental Health at Central State Griffin Me- 
morial Hospital at Norman, and is now Clinical 
Director at the Eastern State Hospital at Vinita. 


urban, small city, and rural inhabitants. 
There were 11 from the eastern and western 
districts combined. 

An attempt was made to evaluate the re- 
ligion of these subjects, but this proved to 
be quite unsatisfactory. In many instances 
a mere preference of a particular church 
was given, which was more or less meaning- 
less as far as activity or emotional convic- 
tion were concerned. There were about six 
subjects who did openly express sincere re- 
ligious interests. One of these was an active 
clergyman, and two were prominent church 
laymen. As a group, however, the extent of 
religious participation appears to be con- 
siderably below average for Oklahoma. 

Approximately 42 of the group had some 
measure of alcoholic tendencies, although in 
about 20 of these it was merely a symptom 
of the total antisocial personality. In ap- 
proximately 23 is seemed quite pertinent to 
the alleged offenses, such as driving while 
intoxicated or assault while under the influ- 
ence of intoxicants, etc. Again, exact data 
in this regard were unsatisfactory because 
of the sometimes unreliability of the pa- 
tient’s history, as well as staff differences 
of opinion on what is alcoholism. 

Twenty-four of the group were charged 
with some type of overt sex offense. Six 
were either rape or attempted rape, six were 
molestation of a minor, two were crimes 
against nature, one of which was sodomy 
and the other bestiality. Eleven of the sex 
offenses were of the minor variety, usually 
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indecent exposure or other type of lewd con- 
duct such as a telephone call or contributing 
to the delinquency of a minor. In other 
words, 11 were minor offenses, and 14 were 
major offenses, and in one instance the act 
of sodomy was performed with the consent 
of an adult. There were several instances of 
a sexual motivation behind one of the other 
types of offenses. In two instances, subjects 
were arraigned on charges of burglary of 
women’s panties and undergarments, and 
several cases of assault were sexually moti- 
vated. Following is a table of the offenses: 

Sex—11 minor, 6 molesting children, 6 rape 

or attempted rape, 2 crimes against 


nature. 
Robbery and Burglary 18 
Forgery 14 
False Pretenses 2 
Car Theft 12 
Assault 7 
Murder 4 
Attempted Suicide 4 
Child Abandonment 2 
Other 15 


Formal and informal social service infor- 
mation was obtained in approximaetly two- 
thirds of the cases. It was quite useful if 
properly interpreted in light of motivational 
factors of the families. Sometimes family 
contacts were valuable in interpreting the 
true situation to the family, 

Psychological testing was done in every 
case. Occasionally it revealed subconscious 
psychotic phenomena suggesting the possi- 
bility of a latent psychoticepisode. This is 
not usually pertinent to legal aspects of com- 
petency. The range of intellectual endow- 
ment was as follows: 


Mental Deficiency Moderate 7 
Borderline 10 
Dull Normal 12 
Average 48 
Bright Normal 18 
Superior 8 


There are approximately two to two and 
one-half times as many borderlines and de- 
fectives as in the general population. 

The diagnoses of these 103 patients were 
as follows: 

Anti-social personality with or without 

alcoholism or with neurotic reaction 44 

Chronic alcoholic and other personality 

disorders with chronic alcoholism 24 

Mental deficiency with or without psychosis 7 

Chronic brain syndrome (incompetent) 3 

Acute brain syndrome with recovery due 

to alcoholism _— 3 
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Sexual deviate, primary 3 
Schizophrenic reaction, chronic 
undifferentiated 3 
Schizoid personality 3 
Obsessive, compulsive personality 2 
Epilepsy 2 
Anti-social personality with chronic 
psychotic reaction 2 
Pirmarily neurotic (both female) 2 
Manic depressive 1 
Involutional psychosis 1 
Schizophrenic reaction, catatonic type 1 
Adolescent adjustment reaction 1 
Paranoid Personality 1 
There is a startingly low percentage of 
primary neurotics. This is consistent with 
the 20th Century phenomena of seeing 
mental illness as a behavioral reaction. It is 
the individual versus society rather than in 
primary emotional conflict of the id versus 
the ego and super-ego, or instinct versus 
guilt. The disposition was as follows: 
No disease affecting criminal responsi- 
bility, administrative disposition. (This 
excludes those who were regularly 
committed and returned for adminis- 
trative disposition. ) 83 
Escaped prior to administrative dispo- 
sition. (Released by Writ of Habeas 
Corpus with Administrative disposition.) 2 


Mentally Incompetent 17 
Recommended for Commitment 11 
Mentally incompetent, no special recom- 
mendations 6 
Recommended for non-corrective institu- 
tional placement, foster homes 3 
Diminished Responsibility 2 


Of the group of incompetents eight were 
clearly psychotic, and six were mental de- 
fectives. 

There was a definite conservatism on the 
part of the staff to make recommendations 
to the court other than give the pertinent 
legal findings, such as intelligence, presence 
of amnesia, pertinent physical findings, and 
relationship of alcohol or other intoxicants. 
In some cases the prognoses were given. 
There was a white, married female of 33 
years, who had an Acute Brain Syndrome 
due to alcoholism, but with a severe under- 
lying neurotic reaction, and diminished re- 
sponsibility was recommended, but hospitali- 
zation was not indicated. 

The writer was called to testify in five of 
the 103 cases. In one instance, competency 
was not an issue, but rather the evaluation 
of personality factors. The writer was 
subpoenaed by the defense in one case and 
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by the state in the other four. In one case 
the patient was found by us to be legally 
sane, but he was immediately committed to 
another state hospital. Of the 83 patients 
th:t were returned to the courts for regular 
ad ninistrative disposition this is the only 
on that we have any record of subsequent 
commitment. 

‘here appears to be, on the whole, a good 
re ationship between the private psychia- 
tr sts and those in this state hospital as 
sh »wn by the paucity of the number of “bat- 
th ; of the experts,” which ensued among 
th se 103 subjects. Several patients obtained 
p: vate consultation without our recommen- 
d:'ion being contested. It is actually the 
purpose of this section of our statute to 
a\oid same. Also, there is apparently a fair- 
ly zood acceptance of medical-legal judgment 
by the referring courts and even defense 
lawyers. There were several instances of 
accused subjects referred to state hospitals 
outside of this district, as well as 11 received 
here from the other two districts, usually 
for personal reasons. 

Several patients, as well as their families, 
frankly admitted that their reason for ask- 
ing for the 90-day commitment was in order 
to obtain treatment rather than to stand 
trial. The legal aspect of the individual's 
competency was never actually questioned. 
Such statements as, “I want to find out why 
I keep writing hot checks.” Treatment under 
these circumstances is usually poor. Many 
recidivists want to get a history of mental 
hospitalization in their record as a means of 
obtaining clemency, veterans compensation, 
etc. Sometimes it is merely a legal maneuver 
on the part of defense attorneys to delay 
trial or suggest to the court a mental illness. 
There were several cases of acute brain syn- 
drome with psychosis due to alcoholism which 
recovered a few days after admission. These 
were returned to the court as legally respon- 
sible. Usually the individual went into de- 
lirium tremens while incarcerated in the jail. 

No attempt is made here to ascertain the 
various causes of criminality or delinquency 
in these subjects. In the younger age group, 
particularly those under 20 years of age, in- 
consistencies or undue leniencies in parental 
discipline were found. 


Only in cases of acute toxic psychoses was 
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immediate treatment instituted. There were 
several people who benefited by supportive 
interpretation. Several acted out in jail, 
threatening suicide, feigning confusion, etc., 
but these symptoms abruptly ceased after 
administrative disposition, even after re- 
turning to their previous jurisdictions. 

The various tests for criminal responsi- 
bility were applied. According to the Okla- 
homa statutes, if an individual knows the 
nature and the quality of an act, and if he 
understands that the acts is wrong and is 
able to stand trial, he is considered legally 
responsible. An acute psychosis caused by 
alcoholism or drug addiction is not a defense. 
Generally speaking if an individual was 
overtly psychotic, he was recommended for 
exculpation and usually regularly commit- 
ted; whether or not the patient would re- 
quire hospitalization, notwithstanding the 
charges, was of value. The mere presence of 
a mental illness, even a treatable one would 
not in itself be a case of exculpability. There 
is a very thin and cloudy line frequently be- 
tween a Schizoid personality, especially in 
an Indian, and a chronic undifferentiated 
schizophrenic. However, unless the process 
is definitely progressive, the subject would 
be responsible in most instances. 

Certainly, no treatable psychotic has been 
considered competent except the aforemen- 
tioned acute brain syndrome with alcoholism, 
and they have recovered to stand trial. 
Sodium amytal interviews were performed 
in six patients in an attempt to uncover a 
latent psychosis. This rarely really adds any 
worthwhile findings not available by con- 
ventional methods and is considered an un- 
necessary physical hazard. The patient and 
counsel construe it as an attempt to deter- 
mine guilt, for which it is quite unreliable. 

Despite quite varied backgrounds among 
our staff, all psychiatric schools being rep- 
resented, the criterion of responsibility is 
surprisingly uniform here. Possibly the 
other state hospitals will vary somewhat 
with ours, and there is a need to eliminate 
these inconsistencies. 


When a person was considered as incom- 
petent and also a menace to the public saf- 
ety, he was recommended for commitment. 
Only two of the patients who were com- 
mitted on this basis have been released 
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to date. One was an elderly man charged 
with molesting girls and was released to the 
wife and Department of Public Welfare for 
supervision. The other was deported to a 
state hospital in another state. Several 
others are in active treatment; the re- 
mainder are receiving no specific treatment. 
Likewise, there is a very thin line sometimes 
between sickness and behaviorism in many 
chronic alcoholics. One wonders if certain 
severe recidivists, particularly those with 
marked neurotic features, should not be 
criminally committed to a separately gov- 
erned institution for the mentally ill. This 
would be similar to the Sexual Psychopath 
Act used in 18 states. In any case, there is a 
need for intermediate sentences for these 
habitual offenders. We have found patients 
with personality disorders, who were regu- 
larly committed and who had criminal ten- 
dencies, were frequently a security problem 
and contaminated the entire atmosphere and 
appeared at many times to be using the hos- 
pital for their own needs. We have even had 
dissension among the staff and other pa- 
tients because of the difficulties in manag- 
ing such problems. Probably the most seri- 
ous legal problem affecting our state hos- 
pitals is the chronic alcoholic or other per- 
sonality disorder, such as a sexual deviate, 
who is a repeated offender. He frequently 
slips into the hospital relatively unnoticed. 
Sometimes charges have been dropped in or- 
der to get him regularly committed. Often 
he makes a fair adjustment for a few weeks, 
usually under the guise of some other diag- 
nosis. Later it is realized that he cannot re- 
spond to the usual mileu and other treat- 
ment of the hospital and is released. He sub- 
sequently becomes involved in further diffi- 





culties, and both the family, courts, and cor- 
munity now believe that he is an out and oi't 
mentally ill person. It is with considerak e 
more difficulty that administrative decisio).s 
are made in such instances. For this reaso 1, 
it is definitely urged that the courts commit 
persons with significant previous charg: s 
on 90-day observation commitment. Thee 
is no question but what the courts frequent y 
desire to get rid of a community nuisance or 
even menace by sending him to the hospitz|, 
rather than subject him to repeated jail 
sentences. 

In. conclusion, 103 consecutive patients ai(- 
mitted not to exceed 90 days for observation 
for persons accused of criminal acts under 
Section 60 of the Mental Health Law of 1953 
were reviewed. It is definitely felt that the 
operation under this act has been quite suc- 
cessful, and there has been good co-opera- 
tion between private psychiatrists and the 
referring courts. This law has been quite 
valuable for the protection of the patient 
and the community. 

Approximately 16 per cent of the subjects 
were considered mentally incompetent. 
There appears to be a need for the special 
long term treatment of the sexual deviate 
and certain alcoholics, preferably in a sep- 
arate environment. 
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Special Announcement 


The American College of Physicians Post- 
graduate Course will be held November 26-30 
at the University Hospitals, Oklahoma City, 
Okla. 

The subject will be “Selected Problems in 
Internal Medicine” under the direction of 
S. G. Wolf, M.D., Professor of Medicine, Uni- 
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versity of Oklahoma School of Medicine. 


For registration and further information 
write to: E. R. Loveland, Executive Secre- 
tary, 4200 Pine Street, Philadelphia 4, Pa. 

Registration fee $30.00 for members and 
$60.00 non-members. 
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POISONING By Organic Phosphorus INSECTICIDES 


At the present time a fairly large number 
organic phosphorus compounds are being 
d as insecticides, particularly in agricul- 
re. Cases of poisoning resulting from the 
‘idental ingestion, or absorption during 
e, occur quite frequently. 
A brief outline dealing with symptoma- 
ogy and treatment is presented herewith. 
COMPOUNDS UNDER CONSIDERA- 
TION 
Chlorthion. Demeton, Diazinon, Dipterex, 
Malathion, Hexaethy! tetraphosphate 
HETP), Tetraethyl pyrophosphate 
(TEPP), Parathion. 
SAMPLE TRADE NAMES UNDER 
WHICH THESE COMPOUNDS ARE 
AVAILABLE AS INSECTICIDES: 
Bladex, Hexamite, Killer, Tetratone, Tet- 
ron-DX, Tetron-50, Vapotone Bacco Spray, 
Vapotone Dust, Aphamite, Corothion, Gen- 
ithion, Kilphos, Mackothion, Paradust, 
Paraphos, Penphos, Plantthion, Vepophos. 


il. USE OF PHOSPHORUS INSECTI- 


CIDES 

A. Principal use as contact poisons for 
aphids, mites, and thrips. 

B. Usage widespread and may be found 
where the following crops are grown: 
Fruit, vegetables, cotton, tobacco, al- 
falfa, cereal grains, hops, nuts, ber- 
ries, and sometimes to control insects 
on ornamental plants. 

C. They are NOT used for insects attack- 

ing man or animals or for insects in 

households, storage rooms, etc. 

EXPOSURE TO PHOSPHORUS IN- 

SECTICIDES. 

A. Men engaged in manufacturing of in- 
secticides should wear complete pro- 
tective clothing. 

B. Workmen applying insecticides need 
not wear rubber aprons or rubber 
boots if care is exercised. All clothing 
should be washed before re-use. If 
poisons wet the clothing or contact the 
skin, work should stop and the victim 
should remove clothing, wash thorough- 
ly with soap and water and change into 
clean clothing. 
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C. Full face masks should be worn by per- 
sonnel applying aerosols or by pilots 
in spraying from airplanes. 

D. Exposure may occur at any stage in 
handling or spraying or in harvesting 
of fruits or vegetables that have been 
sprayed but insufficiently weathered 
—(at least 30 days). 

TOXICOLOGY AND PHARMACOL- 
OGY 

A. They are cholinergic agents (the toxic 
symptoms resemble those produced by 
excessive stimulation of the parasym- 
pathetic nervous system). 

B. These insecticides are potent inhibitors 
of cholinesterase. As a result of the in- 
hibition of this enzyme, acetylcholine 
accumulates in the tissues, and pro- 
duces effects resembling prolonged 
stimulation of cholinergic nerves. 

C. Organic phosphates are freely ab- 
sorbed through the skin, the conjunc- 
tiva, the respiratory tarct, and the gas- 
trointestinal system. 


VI. SIGNS AND SYMPTOMS OF OR- 


GANIC PHOSPHATE POISONING 
A. Muscarine-like effects—these are the 
earliest signs and are referrable to post 
ganglionic cholinergic nerves. Symp- 
toms occur within 1-2 hours after ex- 
posure. 
1. GI: Anorexia, nausea, vomiting, ab- 
bominal cramps, diarrhea, tenes- 
mus, substernal pressure suggestive 
of cardiospasm. 
2. Glands 
a. Sweat glands: Increased sweat- 
ing to profuse diaphoresis. 

b. Salivary glands: Increased sali- 
vation. 

c. Lacrimal glands: Increased lac- 
rimation. 

3. Heart and Peripheral Vascular Sys- 
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tem: Increased blood pressure, in- 
creased pulse rate, palpitation, 
flushing of the skin. 

4. Respiratory System: Bronchospasm 
giving “tightness of the chest,” 
asthmatic-like breathing, increased 
bronchial secretions. 

5. Pupils: Myosis, pin-point pupils, 

dimness of vision, 

. Ciliary Body: Blurring of vision. 

7. Bladder: Frequency, involuntary 
micturition. 


ao 


B. Nicotine - like effects—these are pre- 
ganglionic and somatic motor nerve ef 
fects. 

1. Muscles 
a. Muscular fasciculations, especi- 
ally of the eyelids. 
b. Muscle cramps, especially of the 
legs. 
c. Weakness. 
d. Muscular incoordination. 


C. Central Nervous System 
1. Restlessness, anxiety, 
drowsiness. 
2. Headache: Severe and not relieved 
by analgesics. 
. Slurred speech. 
Mental confusion. 
Visual distortions. 
. Convulsions, 
Coma. 


giddiness, 


AI oS 


The Clinical Management of 





D. The average time interval between the 
last exposure to an organic phosphate 
and death is 1014 hours, and between 
the onset of symptoms and death is 
nine hours. Diagnosis depends upon 
the awareness of the syndrome and a 
high index of suspicion. 

VII. TREATMENT OF ORGANIC PHOS. 
PHATE POISONING 

A. This is a medical emergency. 

B. Remove clothing, wash with soap and 
water. 

C. Gastric lavage 1:5000 KMnO, (1 gin. 
or 15 gr. in 5000 cc or 5 qts. water). 

D. Avoid fats and oils, as they promote 
absorption. 

E. Atropine is the best antidote (never 

morphine). 
Atropine 1M 1-2 mg. (1/60-1/30 grain) 
every hour until atropinization occurs 
(blurred vision, dry mouth, dilated 
pupils). Continue under atropine for 
24-48 hours. 

F. If severe respiratory symptoms occur. 
suction or tracheotomy may be neces- 
sary. 

G. Postural drainage and oxygen therapy. 
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HODGKIN’S DISEASE 


Introduction 


It has been more than a century now since 
Thomas Hodgkin first described the finding 
which we know today as Hodgkin’s disease. 
Hodgkin was a pathologist at Guy’s Hospital 
in London, and described “some morbid ap- 
pearances of the absorbent glands and 
spleen.” We can’t do much better than this 
in the way of description today; it is still 
a painless, progressive enlargement of the 
lymph nodes with involvement of the spleen 
in some 60-70 per cent of the cases. The 
diagnosis is correctly made by biopsy of an 
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enlarged lymph node, usually from the cerv- 
ical chain. The histologic structure is readily 
identifiable by the appearance of certain 
multinucleated giant cells described by Stern- 
berg and by Dorothy Reed. In recent years 
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it has been shown that these specific cells 
may also be identified in the bone marrow 
of patients with Hodgkin’s disease’, probably 
in as high as 20 per cent of the cases. 

The disease is rare. Hoster’ estimated 
some 2.5 cases of Hodgkin’s disease per 100,- 
000 of living persons in the United States, a 
fivure which was borne out well in statistics 
compiled from the Armed Forces in World 
War II. This latter study also highlights 
a. other well documented fact regarding age 
i: sidence which hits a distinct peak in the 
t} ird decade, the 20-30 year age group. There 
is a definite preponderance of males affect- 
e, some 2:1 over females. 

The etiology of the disease is obscure. 
S'ernberg originally thought that this was 
d. finitely a form of tuberculosis and demon- 
strated acid-fast bacilli in the sections which 
he studied. However, James Ewing, M.D., 
ainong others, was unable to duplicate Stern- 
berg’s work and although Doctor Ewing 
himself stated “Tuberculosis follows Hodg- 
kin’s disease like a shadow’ the Sternberg 
theory has been virtually discarded. 


Likewise, the original work done by Doc- 
tor Poston at Duke University showing close 
correlation between Hodgkin’s disease and 
brucella infection has not been conclusive. 
As pointed out by Schier™, it is probable that 
lymph nodes in any individual may contain 
organisms that are entirely unrelated to 
Hodgkin’s disease from the etiologic stand- 
point. There has been a continued interest 
in the possibility of infection as the casual 
agent in this disease, however, and the simi- 
larity between Hodgkin’s disease and certain 
viral tumors produced in laboratory animals 
must be stressed. Avian lymphomatosis, 
chicken cell sarcoma, mouse leukemia, and 
mouse Mammary carcinoma are neoplasms 
that can be initiated by viruses and behave 
similarly in the laboratory animal to Hodg- 
kin’s disease in the human body. In attempt- 
ing to answer the question as to why Hodg- 
kin’s disease is not communicable if it is in- 
fectious in origin, Schier states that these 
certain tumors, notably mouse mammary 
carcinoma, occur spontaneously in the adult 
animal although inoculation with the virus 
occurred during the nursing period of the 
animal. In other words, a long latent period 
is normal, and this may be the case in Hodg- 
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kin’s disease. Schier thinks that the record- 
ing of 32 cases of familial Hodgkin’s disease 
in the literature is “more than fortuitous 
circumstance.” In a study of 43 pregnant 
women who had Hodgkin’s disease, it was 
determined by Kardon® that three had off- 
spring who developed the disease, an inci- 
dence of nine per cent. 


Diagnosis 

It is probably a good rule of thumb to 
consider that any palpable peripheral lymph 
node that remains enlarged for as long as 
three weeks should be examined microsocp- 
ically. The Hodgkin’s node is most often in 
the cervical region. There is nothing about 
its gross character that is completely reliable 
as a diagnostic aid although usually it is 
discrete and movable and usually it is non- 
tender. It may happen, however, that the 
first manifestation will be a mediastinal 
node visualized on a routine chest film, and 
there is a temptation to give such a lesion a 
so-called trial of radiation therapy, the as- 
sumption being that if it is radiosensitive, 
the probability of Hodgkin’s disease or some 
related lymphoblastic lesion is great enough 
that treatment may then be continued with- 
out resorting to any surgical procedure for 
positive diagnosis. This concept is wrong in 
theory. In the first place, there is the pos- 
sibility that the tumor mass seen in the x-ray 
film represents a bronchogenic carcinoma 
that happens to exhibit some degree of radio- 
sensitivity. and one would thus be depriving 
the individual of the chance for complete 
excision and cure. Actually, the problem 
may often be resolved by the use of a Silver- 
man needle for biopsy of these masses in the 
anterior mediastinum without resorting to 
thoracotomy. 

In a patient with no presenting nodes who 
exhibits unexplained fever, anemia, vague 
bone and joint pains and possibly a diffi- 
cultly managed pruritus, one should remem- 
ber that sternal marrow aspiration may well 
show the classic Sternberg cells of Hodgkin’s 
disease.! The value of this procedure for dif- 
ferential diagnosis of a possible blood 
dyscrasia need only be mentioned. 

Sensitivity to alcohol as a symptom of 
Hodgkin’s disease has been noted and an- 
alyzed by several reporters in recent years, 
most recently by Godden*, and it has been 
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suggested that if pain following ingestion 
of alcoholic beverages is elicited that a pa- 
tient should be investigated closely for the 
presence of Hodgkin’s disease, since the 
symptom appears unique in this particular 
disease. 

Clinical Management 

What then is the procedure to be followed 
with the diagnosis of Hodgkin’s disease 
firmly established by means of biopsy? First 
of all, is it possible to eradicate the disease 
by thorough surgical excision of the tissue 
which is visibly involved? It has not been 
my good fortune to see such a case where 
this was possible except in one instance 
where the disease process happened to be 
confined entirely to the stomach, surgery 
being done for a gastric tumor which was 
demonstrated by roentgenologic study. Crav- 
er reported on a study of 10 cases which 
were submitted to radical neck dissection 
where the disease seemed localized to the 
cervical chain by all known methods of de- 
tection, and found extension in all but one 
case.” At his institution, Memorial Hospital 
in New York, attempted radical surgical ex- 
cision is presumably limited to cases showing 
well circumscribed involvement in the high 
cervical nodes only, and to the rare instance 
where the involvement is in the stomach 
only. Craver feels that “There simply has 
not yet been sufficient correlated experience 
with early surgical operation on apparently 
unicentric Hodgkin’s disease to enable an 
assay of its true worth.” It is generally ac- 
knowledged that an axillary or inguinal node 
is never indicative of unicentric disease, rep- 
resenting, at best, an extension from another 
source; there is also every reason to assume 
that low cervical nodes are, at best, indi- 
cative of a lower mediastinal origin. 

If the disease is not to be surgically ex- 
tirpated, how then is it to be treated? We 
know that there are certain chemical com- 
pounds to which the Hodgkin’s tissue is 
markedly sensitive, notably nitrogen mus- 
tard. It may be reasonable to use nitrogen 
mustard initially in some cases where the 
disease has disseminated widely when the 
patient is first seen. This would, of course, 
be a logical mode of attack in abdominal 
Hodgkin’s where the involvement is usually 
widely dispersed through the mesenteric 
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nodes. Another chemical compound, triet) y- 
lene melamine, so-called TEM, has also been 
shown to be effective against this tissue, 
However, the effect from TEM is delayed 
for at least ten days to two weeks, and it isa 
known bone marrow depressant. Nitrogen 
mustard also has this latter disadvantage 
and is an extremely difficult preparation ‘or 
the patient to tolerate, intravenous admin- 
istration being necessary and severe nausea 
and systemic reaction being the rule rather 
than the exception. The use of radioactive 
isotopes, for which such high hopes were 
held, not only in this disease but in other 
malignacies, has been totally unsuccessful in 
Hodgkin’s disease. 


With due consideration for all modalities, 
x-ray therapy seems the logical first choice. 
It is easily administered, reasonably well 
tolerated, and the patient may remain am- 
bulatory. At this point, however, a most im- 
portant consideration arises, and this is, 
what is the patient to be told and who 
henceforth is responsible for his treatment? 
The intelligent handling of the patient at 
this time is of the utmost importance, to 
explain to him that he has a most serious 
disease but that it can be managed to his 
advantage with his cooperation, that there 
is no proven danger of his transmitting the 
disease to any other person, that he will have 
te continue periodic check-ups for the rest 
of his life, and that he will probably require 
recurrent therepeuatic measures for his dis- 
ease as long as he lives. It seems to me that 
the one to outline all this to him and the 
doctor who should now take over the case 
is the radiologist, the physician who is to 
give him his radiation therapy. It is all well 
and good to talk about teamwork among doc- 
tors in the management of any illness and 
to contemplate a conference of all physicians 
concerned regarding whatever step in treat- 
ment is indicated. But this is not practical 
in the long-run management of the individ- 
ual. What he wants to know and what he 
must know is who is his doctor. Whom does 
he call about a new node or newly discovered 
lump somewhere in his body? Whom does 
he go to about a skin rash? Who counsels 
him about his fever, his bone and joint pains, 
etc? The doctor most directly concerned is 
the radiologist, and the management of the 
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patient with Hodgkin’s disease rests secure- 
ly in his hands. The fact that he is doing ra- 
di:tion therapy at all should indicate that he 
has accepted certain responsibilities to his 
patients in the clinical management of dis- 
eace. This proposal in no way precludes 
co \sultation with the general practitioner or 
sp-cialist if the need arises, any more than 
consultation with the radiologist would be 
precluded for the referring physician in any 
si kness. 


Che actual listing of technical factors in- 
vo'ved in accepted radiation therapy is re- 
di ndant in a discussion of this sort. The 
ki ovoltage range usually employed is 200- 
250. In treating the first discovered locus of 
th: disease in the cervical nodes, it may be 
the opinion of the radiologist that an attempt 
at complete obliteration by radiation should 
be made. In this case, dosage up to 2500 or 
3000 r tumor dose in one series of treatments 
spaced over a two week period may be war- 
ranted. Assuming that the disease progress- 
es to involve other areas, the amount of 
radiation necessary to cause regression of a 
group of nodes to an appreciable measure 
is more on the order of 600-800 r to one 
area in one series. It is impossible to esti- 
mate how long a given patient may be car- 
ried on intermittent recurrent radiation 
therapy. We have one patient under obser- 
vation at the present time who has had 
known Hodgkin’s disease for 18 years with 
no therapy other than occasional x-radiation 
when indicated and who is in the best of 
health at the present time. It is folly to con- 
sider any case as hopeless and beyond defi- 
nite palliation. 

It was my privilege to treat another young 
woman with Hodgkin’s disease who showed 
extensive involvement of the lumbar verte- 
brae and right lower ribs, and yet with in- 
termittent radiation therapy it was possible 
to keep her relatively free from pain for 
some four years after these lesions became 
apparent, and at least in the area of bone 
destruction in the 12th rib actual bony re- 
generation was accomplished. Craver* cites 
the case of a woman with this disease who 
was completely paralyzed from the waist 
down in 1939, but who recovered complete 
use of her limbs following radiation therapy 
to the appropriate level of the spine and who 
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had no recurrence of her paralysis for the 
remaining 12 years of her life. One is sim- 
ply not justified in giving a prognosis of 
early death or disability in these cases just 
because of widespread involvement by the 
disease. 


One of the most troublesome manifesta- 
tions of the disease is a deep “bone ache” 
that these people seem subject to, with radi- 
ating pains down the back and legs, ex- 
tremely disabling and difficult to explain 
from the anatomic standpoint. Repeated 
x-ray studies of the spine may be negative 
and neurologic examination non-revealing. 
The most helpful medication in these cases 
in my experience has been Phenylbutazone. 
The administration of 400 mgms daily will 
commonly bring about dramatic cessation of 
pain in 48 hours. In my own cases the dose 
is then usually dropped to 300 mgms daily 
and eventually a maintenance does of either 
200 mgms or 100 mgms daily. A 39 year 
old man under my management has been 
continued on 100-200 mgms daily now for 
25 months, the drug being discontinued only 
once during a two week period when he was 
hospitalized for administration of nitrogen 
mustard. All attempts at discontinuance of 
medication have resulted in prompt recur- 
rence of the severe back and leg pains, and 
with all due regard for the known toxic 
properties of this durg continued use has 
not brought on any known complications. 
The use of Phenylbutazone is not simply a 
trial and error procedure. Rottino, et al’® 
reported in 1954 on its use in 35 patients 
with Hodgkin’s disease, 18 of whom suffered 
from the type pain referred to above. Re- 
sults were considered gratifying in all but 
one of these 18 patients. In my own experi- 
laence the drug has been useful principally 
in control of pain and in notable reduction 
of the peculiar fever that characterizes 
Hodgkin’s disease and is often of the classic 
Pel-Ebstein pattern. Rottino, however, also 
observed definite improvement in pruritus 
in a significant number of cases, and in at 
least one case there was definite regression 
of mediastinal nodes, demonstrable on a 
chest film, under Phenylbutazone therapy 
alone. At any rate, this seems to be a chemo- 
therapeautic measure that is of tremendous 
aid in the treatment of Hodgkin’s disease. 


455 











The use of nitrogen mustard is also a 
calculated risk that is justifiable in this dis- 
ease. In reviewing the cases that have come 
under my supervision in the last 10 years, 
it seems apparent that earlier and possibly 
more frequent use of this drug was indi- 
cated. These individuals not infrequently 
suffer a profound anemia, for instance, even 
when no direct evidence of active disease 
can be demonstrated in the form of enlarged 
lymph nodes. The important thing to realize 
is that this anemia is usually indicative of 
definite activity of the Hodgkin’s process, 
and it is substantiaed now from the work of 
Ross® that a hemolytic factor is present in 
this particular disease that can be depressed 
only by suppression of activity of the disease 
process itself. Consqeuently, the use of nitro- 
gen mustard for continued anemia alone 
would seem rational. Its use of alleviation 
and control of the intense pruritus that these 
people suffer is warranted inasmuch as at 
least half the patients so afflicted obtain re- 
lief. The actual administration of nitrogen 
mustard is greatly benefited nowadays by 
the administration of Thorazine previous to 
the intravenously administered nitrogen 
mustard. My own experience favors intra- 
muscular use of Thorazine, usually 50 mgms, 
an hour or so before the nitrogen mustard 
and repeated every six hours. Another aid 
that seems favorable, although its concom- 
itant use with nitrogen mustard has been 
limited in my hands, is propane hydrochlo- 
ride given orally in the form of 120 mgm 
tablets. This drug has been of definite bene- 
fit in the control of radiation sickness re- 
sulting from routine x-ray treatment, but it 
has not been available to me long enough for 
extensive use in connection with nitrogen 
mustard administration. 


The other chemotherapeutic compound is 
tri-ethylenemelamine, usually referred to as 
TEM. Although it may be used intervenous- 
ly in the amounts of two or three mgms the 
usually accepted administration is oral, in- 
asmuch as toxicity is low. This drug is use- 
ful in disseminated forms of the disease, par- 
ticularly so when the patient may be fair- 
ly well off constitutionally and exhibits clin- 
ical signs of active disease. A daily dose of 
2.5 mgm for four consecutive days is the 
standard at the present time. Gellhorn* 
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stresses the importance of administering 
sodium bicarbonate (2 gms.) with each dose 
of TEM to insure an alkaline medium. With 
the addition of sodium bicarbonate the dose 
may be stepped up to 5 mgms daily and the 
whole course administered thusly in two 
days or continued to a 3 x 5 mg.® He reports 
one death from apparent reactivated pul- 
monary tuberculosis in their series, how- 
ever, and warns against the use of the drug 
in a known victim of tuberculosis. 

The patient with advanced Hodgkin’s dis- 
ease who is in a state of pancytopenia and 
has a hypocellular marrow makes the use 
of x-ray therapy or nitrogen mustard haz- 
ardous. It is possible to obtain some benefit 
from Cortisone and 50 to 200 mgms a day 
may lessen pain, reduce fever, and produce 
an improved sense of well being temporarily. 
Usually there is no notable regression of 
nodes or masses. At this state of the dis- 
ease the question of hypersplenism may arise 
with the thought of splenectomy, and some 
patients have been handled in this manner. 
The over-all results, however, are poor. 


Conclusions 

What then, do we have to offer the patient 
with Hodgkin’s disease in this current year 
of 1956. Do we have a cure for the disease? 
No. It has been concluded by individuals 
with far greater experience than I? that a 
20 year remission is necessary to prognosti- 
cate as to a cure in this disease and we have 
too few of these. Have we lengthened the 
survival rate? It is doubtful. A detailed 
study of 254 cases seen and treated at the 
University of California Hospital from 1914- 
19512 brings out the striking observation 
that of 103 patients treated prior to 1940, 
44.7 per cent were alive at three years and 
29.1 per cent at five years; of 112 treated 
1940-1948, 55.4 per cent were alive at three 
years and 27.7 per cent at five years. These 
figures would indicate no improvement what- 
ever in survival rates; but, when reports 
from the literature on 433 patients before 
1940 are compared with similar reports on 
a total of 1109 patients treated since 1940 
there is a rise from 15 per cent five year 
survival to 26.6 per cent five year survival 
for the latter group (ibid). However, it is 
pointed out that there is no group of patients 
with Hodgkin’s disease of sufficient num- 
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ber who have had no treatment, that could 
serve as comparison, in order to make the 
figures statistically significant. 

What then has been accomplished in the 
eatment of this disease? It can be said 
ithout qualification that these patients can 
made vastly more comfortable and can be 
rected into an effective life rather than 
e of invalidism during the greater part 
their life span. The emphasis in therapy 
on palliation, but not just relief of pain, 
id on preventing complications. The fu- 
re possibilities of chemotherapy seem most 
‘omising. 


Summary 
The diagnosis and etiology of Hodgkin's 
sease are discussed in general terms. 
The therapeautic measures in use for this 
sease are outlined and recommendations 
ade for their use. 
The present day accomplishments in the 


clinical management of Hodgkin’s disease 
are outlined. 
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Chnical P athologic Conference 


HOWARD C. HOPPS, M.D. and WILEY T. McCOLLUM, M.D. 


Doctor Hopps: We have considerable in- 
formation as to this patient’s history, physi- 
cal findings, laboratory data and hospital 
course. Our problem today is to determine 
not only the nature of this patient’s disease 
and the precipitating cause of death, but also 
to elucidate the etiology and pathogenesis. 
Doctor McCollum, an internist with special 
interests in the cardiovascular system, is 
with us to discuss the clinical aspects of this 
case. The information at his disposal is ex- 
actly that which you have all received. 


Protocol 

Patient: W.B.C., 50 year while male (gro- 
cery clerk). Died 25 days after fourth 

and last hospital admission. 
The patient was first admitted to Univer- 
sity Hospitals approximately 20 months be- 
fore his death, referred by the Vocational 
Rehabilitation Division, for evaluation of 
possible pulmonary disease. A previous diag- 
nosis of rheumatic heart disease with mitral 
stenosis had been made. At the time of first 
admission the chief complaint was heart 
trouble. There had been a‘history of migra- 
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tory polyarthritis at the age of 12 years, 
lasting approximately two months and dis- 
appearing without residual effects. Four 
more bouts of polyarthritis occurred at four 
to five year intervals with decreasing se- 
verity each time. Two years prior to this 
first admission, during the winter, there was 
a sixth attack of migratory arthritis involv- 
ing feet, ankles, hands and wrists. For the 
first time the patient was troubled with ex- 
ertional dyspnea and orthopnea. He was 
treated with digitalis by his local physician 
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and improved. Approximately six months 
before the first hospital admission he had 
“virus pneumonia,” following which exer- 
tional dyspnea and orthopnea reappeared. 
He developed also a chronic productive 
cough, worse in the early morning upon 
arising; occasionally the patient noticed 
blood tinged sputum. One month before first 
admission a film of his chest was interpreted 
to show mitral configuration of the heart, 
pleural effusion, left, and pleuro-pericardial 
adhesions, left. Sedimentation rate at that 
time was reported as 30 mm/hr. Review of 
systems (first admission) revealed failing 
vision for the past fifteen years. The pa- 
tient’s teeth had been extracted 20 years be- 
fore. He had had considerable sinus trouble 
and nasal polyps had been resected on sev- 
eral occasions. During the past two years 
there had been nocturia, 2—5 times. Physi- 
cal examination (first admission) revealed a 
heart within normal size but with diffuse 
PMI. Rate and rhythm were regular. There 
was described a grade II pre-systolic rough 
murmur, heart over the apex and a short 
friction rub, most marked at height of in- 
spiration, heart best 3-4 cm. above the car- 
diac apex. Pulse was 88; blood pressure was 
110/80. There was silghtly decreased re- 
sonance over the left lung base and a few 
medium moist rales heard over both apeces. 
On this first admission the urinalysis was 
essentially negative, hemoglobin was 12.3 
gm. per cent, and RBC’s 4.14/cu.umm. WBC’s 
were 14,800/cu.mm. with 66 per cent neu- 
trophils and 12 stab forms. Sedimentation 
rate was 17 mm./hr. Blood Wasserman was 
negative. Chest film showed the heart to be 
within normal limits of size. Fluoroscopy 
revealed paradoxical movement of the left 
dome of the diaphragm. The left costo- 
phrenic angle was obliterated. The left 
border of the heart was prominent from en- 
largement of the left atrium. There was also 
a slight posterior displacement of the eso- 
phagus. Bronchogram revealed normal con- 
figuration of the basilar bronchi of the left 
and right lungs; however, the anterior seg- 
ment of the left lower lobe did not fill. An 
electrocardiogram revealed partial heart 
block, occasional ventricular extrasystoles, 
primary T-wave changes characteristic of 
digitalis effect, and suggestive evidence of 
low grade left ventricular hyperthophy. Two 
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sputum samples were negative for acid-fast 
bacilli. Because of varicosities of the right 
leg (20 years) a right saphenous ligation 
was done. The patient was discharged im- 
proved, to be followed in the Out patient 
Clinic. 

Approximately one month later the patient 
was re-admitted to the hospital. On this 
second admission it was learned that the p: 
tient had continued to have exertion 
dyspea and a productive cough, usually pre- 
cipitated by a change in position. In add 
tion, he complained of occasional orthopnea, 
tachycardia and palpitations, with a feeling 
of fullness in the region of the costal mar- 
gins bilaterally. Pulse was 84, respirations 
24, blood pressure 110/75 and temperature 
was normal. Physical findings on this sec- 
and admission revealed dullness to percus- 
sion over the left lateral and posterior lung 
fields from the level of the 7-8 ribs. There 
were scattered rales throughout both lung 
fields. PMI was in the sixth intercostal 
space in the nipple line and was diffuse. 
The grade II presystolic murmur heard pre- 
viously was now transmitted into the axilla 
and “over the pericardium.” The abdomen 
was described as negative. Blood count and 
urine analysis were not remarkable. Chest 
films revealed that the heart appeared to be 
increasing in size, although the left border 
could not be visualized. There was homo- 
genous veiling of the lower half of the left 
lung field. The right costophrenic angle and 
lung were relatively clear. A liter of sero- 
sanguinous fluid was removed from the left 
pleural cavity. Its specific gravity was 1.015 
and protein 2.7 per cent. Cell count was: 919 
RBC’s, 144 lymphocytes, 135 polys. There 
was no growth upon culture and no acid-fast 
organisms were seen. Cytologic examination 
did not reveal neoplastic cells. Vital capacity 
was done and stated to be 97 per cent of 
normal. A number of sputum examinations 
were negative for acid-fast organisms. The 
patient improved under bed rest, low sodium 
(500 mg.) diet and digitalis and, after three 
weeks, was discharged, much improved. Ap- 
proximately three and one-half months later 
the patient was admitted for the third time 
stating that, following his discharge from 
the hospital, he had an episode of hemoptysis 
lasting about a week. He stated that he 
would cough from a teaspoon to one-half cup 
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right red blood. He had noticed no hemop- 
vsis for the past three months. Other than 
his he felt he had done well except for 
adually increasing dyspnea and orthopnea. 
ere had been slight palpitation, tachycar- 
lia and occasional pedal edema. On the third 
mission temperature was normal, pulse 
_ respirations 18 and blood pressure 120/ 

In the chest there were diminished to 
sent breath sounds, diminished tactile 
»mitus and dullness to percussion, all over 
e left middle and posterior portions. There 
y ere moist and bubbling rales over the left 
wer lobe. The right lung field was clear. 
lhe PMI was in the 6th intercostal space in 
e left midclavicular line. Rate and rhythm 
ere regular. There now was a grade IV 
w, rumbling, rough murmur heard 
roughout diastole.” In addition, there was 
a grade II systolic blowing crescendo mur- 
nur heard over the right precordium. The 
liver was palpable two fingerbreadths below 
the right costal margin in the midclavicular 
line; it was slightly teder. There were no 
other abnormal masses. Rectal examination 
was negative (as before). Neurologic exami- 
nation was essentially negative. Urinalysis 
and blood count were essentially normal. On 
this third admission chest films showed fur- 
ther increase in size of heart shadow with 
fluid obliterating the left costophrenic angle. 
The hilar shadows appeared considerably ac- 
centuated as compared with previous films. 
Two GI series revealed only questionable 
downward displacement of the splenic flex- 
ure of the colon (radiologist stated that 
spleen was palpable two fingerbreadths be- 
low the costal margin and tender). Barium 
enema revealed only considerable downward 
displacement of the splenic flexure, prob- 
ably from the enlarged spleen. Electrocar- 
diogram disclosed auricular fibrillation, pri- 
mary T-wave changes characteristic of digi- 
talis effect and heart in semi-vertical posi- 
tion. Shortly following this third admission 
approximately 2300 ml. of straw colored 
fluid was removed from the left chest. 
Cytologic studies revealed cells with appear- 
ance suggesting malignancy. After the 
thoracentesis the patient had pain upon deep 
breathing located in the base of the left 
chest and over an area of the spleen, but 
this went away after several days. The pa- 
tient was discharged after five weeks, con- 
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siderably improved. 

After an interval of two and one-half 
months the patient was readmitted for the 
fourth and last time complaining of swelling 
of ankle joints, elbows, knees and wrists for 
two weeks and a “breaking out” on arms and 
legs for one week. The migratory polyarth- 
ritis was painful and involved joints were 
hot, as well as swollen. Approximately a 
week after this had begun, the patient de- 
veloped a “red rash” which affected both 
upper and lower extremities. His local phy- 
sician gave him tablets of vitamin K and 
there was slight improvement. One week 
before this hospital admission, his local phy- 
sician withdrew pinkish fluid from his left 
chest, amount not stated. 

Physical Examination: (Fourth admis- 
sion) T. 98.8 P. 84; R. 20; BP 118/80. 
The patient was well developed but poorly 
nourished and apparently acutely ill. Ex- 
pansion was slightly diminished in the left 
side of the chest and there was dullness to 
percussion in the left lateral aspect, up to 
the sixth rib, extending posteriorly. Breath 
sounds and vocal fremitus were diminished 
over this area of dullness. A few fine moist 
rales were heard in the right base posterior- 
ly. The cardiac border extended to the mid- 
clavicular line in the sixth intercostal space. 
A grade II soft systolic murmur was heard 
in the apex; no other murmurs were heard. 
Extrasystoles were present approximately 
each 6-7 beats. The second pulmonic sound 
was described as slapping in character. The 
abdomen was not remarkable except that the 
liver margin extended two fingerbreadths 
below the costal margin. A “‘petechial type” 
rash was seen over both arms extending up 
to the elbows and also over both lower ex- 
tremities. There were ecchymotic areas be- 
low the knees. Both wrists were swollen 
and the metacarpophalangeal joints were 
involved. The right elbow was slightly 
swollen but not tender. Both knees were 
slightly swollen and slightly tender. Ankles 
were moderately swollen, slightly red and 
hot. There was 1+ pitting edema of both 
lower extremities. 

Laboratory Data: Hematocrit was 42, Hb. 
14.2 gm. per cent and RBC’s 4.23. Sedimen- 
tation rate was 23 (36-29 during the next 
two weeks). WBC’s numbered 16,050 with 
83 per cent neutrophils, 1 eosinophil, 11 
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lymphocytes and 5 per cent monocytes. 
Platelets were 299,300; bleeding time was 
1’ 14” and coagulation time 1’. Clotretrac- 
tion began within 30’ and was complete in 
two hours. Prothrombin time with whole 
plasma was 19.8”, with 12.5 per cent plasma 
dilution, 51”. Urinalysis revealed sp. gr. 
1.013. There was no protein or sugar. A 
few WBC’s were observed. Uric acid was 
2.67 mg. per cent. Wassermann test was a 
negative. Examination of three sputum 
specimens was negative for acid-fast organ- 
isms. A stool specimen was negative for ova, 
parasites and blood. A Congo red test was 
performed and 65 per cent of the dye was 
retained at one hour. Five blood cultures, 
taken at one hour intervals, were negative. 
X-rays revealed a markedly increased car- 
diac silhouette with the same configuration 
described previously. There was further in- 
crease in bronchovascular markings. A mod- 
erate amount of fluid was seen in the left 
chest and a small amount in the right chest. 
Three weeks later a portable chest film re- 
vealed little change. It was stated that “we 
can’t exclude a superimposed pneumonia on 
top of this pulmonary congestion.” 

Clinical Course: Two attempts at thora- 
centesis, left, were unsuccessful. The patient 
was given aminophylline and acetylsalicylic 
acid. The next day he complained of nausea. 
He developed more ecchymotic areas on the 
dorsum of the right leg. His dyspnea was 
slightly decreased. He developed diarrhea, 
5-6 semi-solid stools. One of these “looked 
like tar;” however, stool analysis the next 
day was negative for blood. Tincture of 
belladonna was begun. Rectal examination 
was done and reported as negative. The pa- 
tient seemed to be improving but was con- 
tinuing to develop new petechial hemorrh- 
ages. On the sixth hospital day a biopsy was 
taken from the gingival margin, thinking 
that this might present evidence of “collagen 
disease.” Pathologic report was—non-speci- 
fic inflammatory reaction, chronic, low- 
grade. On the eighth hospital day venous 
pressure was determined at 190 mm. H.O; 
arm to tongue circulation time (decholin) 
34”; arm to lung (ether) 15”. On the eighth 
hospital day the patient was placed on the 
critical list—no reason is recorded in the 
progress notes. On the ninth hospital day 
there were several episodes of hemoptysis— 


460 





to one-half cup. Patient was receiving oxy- 
gen. On the eleventh hospital day aureo- 
mycin was begun to “possibly combat sec- 
ondary infection in this apparently neoplas- 
tic process.” A transfusion of 500 ml. blood 
was given. The patient began to be disori- 
ented. A series of cytologic studies on the 
sputum were summarized and it was stated 
that “a few atypical cells were noted, bui 
essentially negative findings.” The patient 
became progressively worse, lethargic and 
reponded poorly. Fresh petechiae and pur- 
puric areas were noted. On the 13th hospital 
day the patient improved and petechial 
hemorrhages began to fade. However, he 
was incontinent of urine and feces. The last 
recorded progress note is “patient still some- 
what disoriented. Still has decubitus. Pa- 
tient on hykinone, 1 ampule daily and 1 cc. 
vitamin B,. and vitamins. Believe progress 
is slowly downhill.” Accord to nurse’s notes, 
the patient was found dead by the nurse on 
the following day (1:30 a.m.) 

Throughout the entire four periods of 
hospitalization the patient’s temperature 
was essentially normal. Shortly before the 
patient died the intern summarized the clin- 
ical diagnoses which were most strongly con- 
sidered, in this order: 

1. Tuberculosis—polyserositis, constrictive peri- 

carditis. 
. Lymphosarcoma 
. Periarteritis nodosa 
Lupus erythematosus 
. Henoch’s purpura 
. Virus myocarditis 


. Acute exacerbation of rheumatic fever 
. Carcinoma 


onnauwr wh 


Clinical Diagnosis 

Doctor McCollum: Since you have all had 
opportunity to study this excellent history I 
shall merely summarize some of the points 
which I considered most important. The pa- 
tient died 25 days after his fourth and last 
hospital admission. He had been coming to 
University Hospitals off and on for the past 
20 months. There had been a diagnosis of 
rheumatic heart disease with mitral stenosis 
and, at the time of his first admission, the 
history revealed an attack of migratory poly- 
arthritis at the age of 12 years which had 
lasted for two months. He had four similar 
bouts over the next four or five years. Two 
years prior to his first admission to this 
hospital he described a sixth attack. At the 
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time of his first admission he had begun 
having exertional dyspnea and orthopnea. 
ior to this first admission he gave a his- 

‘y of “virus pneumonia,” which is some- 

ng that we must take with a grain of salt. 
‘hen he developed a productive cough, 

treaked with blood. A chest x-ray taken at 

s time was interpreted as showing mitral 

ifiguration of the heart. A sedimentation 

te was reported as 30 mm./hr. Physical 
amination on first admission to the hos- 
p tal revealed a grade II presystolic rough 
irmur. There was decreased resonance 
er the left lung base and at this time the 
tient had a 14,000 white count with a rela- 
vely normal red count. Fluoroscopy re- 
iled enlargement of the left atrium and an 
ctrocardiogram at that time doesn’t help 
too much because it showed digitalis ef- 
‘ect; his partial A-V heart block could have 
en due either to digitalis or to an acute 
»vacerbation of rheumatic fever. Later the 
.itient began noticing episodes of palpita- 
yn which you must interpret as best you 
‘an from this history. A more detailed de- 
scription might have allowed us to differen- 
tiate between auricular fibrillation, paroxys- 
mal tachycardia, episodes of extrasystole, 
etc. At this time there was a diffuse PMI 
and the grade II presystolic murmur heard 
previously was now transmitted to the axilla 
and over the percordium. A liter of fluid re- 
moved from the chest was serosanguinous, 
had a specific gravity of 1.015, and a pro- 
tein content of 2.7 per cent. 

Upon the patient’s third admission, he was 
coughing up blood and had pedal edema. 
Examination at this time revealed a grade 
[V murmur. Then we note a statement that 
the radiologist palpated the spleen. I think 
that is significant. The electrocardiogram 
now revealed auricular fibrillation, so in re- 
gard to the patient’s previous statement of 
palpitations, he was probably referring to 
auricular fibrillation. Another acute episode 
of migratory painful polyarthritis with 
swelling and redness precipitated the pa- 
tient’s fourth admission. He stated that this 
had begun about two weeks previously and 
that a week previously he had noted a red 
rash. Physical examination on this final ad- 
mission revealed a slapping secondary pul- 
monary sound (which might be in keeping 
with increased pulmonary pressure), a 
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petechial rash, and swollen wrists; the 
metacaral phalangeal joints were also in- 
volved. Both knees were slighly swollen. At 
this time the hemoglobin and red count were 
about the same. Sedimentation rates were 
23, 36, and 29 (Wintrobe). He still had 16,- 
000 white cells with 83 per cent neutrophils. 
The Congo red test, which might be signifi- 
cant with an illness of this duration, was 
well within normal limits. Five blood cul- 
tures taken at hourly intervals were also 
negative. The chest contained quite a bit 
more fluid. Pertinent findings of the clin- 
ical course include elevation of the venous 
pressure, prolongation of the arm to lung 
and arm to tongue circulation times, and an 
episode of central nervous system involve- 
ment during the last few days of his life. 
With a history as specific as this, I think 
we would be corerct in making a positive 
diagnosis of rheumatic heart disease with 
mitral stenosis, with cardiac hypertrophy, 
especially of the left, atricular fibrillation, 
and congestive failure. I suspect that there 
was an acute exacerbation of rheumatic 
fever too. The pericardial (or pericardio- 
pleural) friction rub heard on one of the 
hospital admissions could be explained on 
this basis. Now, to get down to the terminal 
illness, I believe that in a case of this sort, 
where a definite diastolic murmur develops 
rather suddenly, late in the course, is strong- 
ly indicative of subacute bacterial endocar- 
ditis—especially if other substantiating 
signs are present. That happened on this pa- 
tient’s third admission. With petechiae and 
leukocytosis, in a patient with rheumatic 
heart disease who develops a new murmur 
(diastolic) in the course of his disease, I 
must assume bacterial endocarditis asma 
diagnosis. The negative blood cultures are 
somewhat against this as is also the patient’s 
afebrile course. However, we don’t know 
what his temperature was all the time he 
was out of the hospital. We do know that 
he had a persistent leukocytosis. With the 
assumption of bacterial endocarditis the pa- 
tient would probably have emboli going to 
the lungs and possibly emboli to the brain, 
which would explain the terminal episode of 
incontinence and disorientation, etc. Emboli 
to the spleen would account for the abdomin- 
al pain which lasted for four or five days 
and subsided spontaneously. Emboli could 
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also have gone to the liver, kidneys, etc. Or- 
dinarily we would have expected evidence of 
this in hematuria and some degree of pro- 
teinuria, but this was not found. A second 
possibility, but much less likely, would be 
carcinoma of the lung with metastasis to the 
brain, etc. This could certainly explain 
hemoptysis, but I believe the history dating 
this long is much against this consideration. 
Furthermore we would expect to find more 
radiologic changes, particularly on the last 
x-ray. In final summary I believe that the 
patient had rheumatic heart disease, prob- 
ably active, with superimposed bacterial en- 
docarditis and embolic phenomena. 


General Discussion 

Q. What is the significance of paralysis 
of the left diaphragm? 

Dr. McCollum: I don’t know. That was 
noted on first admission, 20 months before 
the patient’s death. Paradoxical motion of 
the diaphragm is not necessarily due to in- 
volvement of the phrenic nerve. Occasional- 
ly we see it in patients without demonstrable 
disease and we are not able to account for it. 


Anatomic Diagnosis 

Dr. Hopps: As you can see from the pro- 
tocol, a number of diagnoses were considered 
during the patient’s course. At the time of 
death this patient was quite malnourished. 
Petechial hemorrhages which had been de- 
scribed clinically were still evident. It was 
our impression that some of these were very 
recent and that this purpuric process was 
an active one—there were ecchymotic areas 
as well as petechial hemorrhages. The ab- 
dominal cavity was essentially dry, and there 
were no adhesions. The liver extended 2 cm. 
down below the costal margin in the right 
midclavicular line. Other organs were es- 
sentially normal to cursory inspection. The 
right pleural cavity contained 1100 ml. of 
blood stained serous fluid. There were 
fibrous basilar adhesions on the right side. 
On the left side the pleural cavity was 
almost oblitered by the fibrous adhesions 
except for an area in the lateral aspect 
of the lower lobe where 600 ml. of fluid 
were pocketed. The pericardial sac was 
the site of extensive filmy fibrous ad- 
hesions obliterating approximately three- 
fourths of the cavity. This was not constric- 
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tive pericarditis. The heart weighed 700 om, 
empty of blood. There was moderate d'la- 
tation of the ventricles and very marked d |a- 
tation of the left atrium. Average diameter 
of the left atrium was three or four times 
normal, which would mean that its volume 
was increased 20 or more times. The pul- 
monic valve was not particularly alter d; 
the tricuspid valve presented nodular fibrous 
thickening at the line of closure character is- 
tic of rheumatic involvement. This was 
probably not of much functional significance, 
The mitral valve was markedly altered. It 
was tremendously thickened as the result of 
nodular fibrous and calcific masses, some 
of which were as large as 1 cm. in diameter, 
The commissures were fused principally as a 
result of adherent matted chordae tendineae 
reducing the valve to a slit 1.5 cm. long with 
a maximum width of 0.4 cm. The cusps were 
rigid, presenting a fixed orifice and produc- 
ing a high grade stenosis and insufficiency. 
As a result of this the left atrium was mark- 
edly dilated and markedly hypertrophied. 
In some areas the left atrium was a thick as 
1 cm. (just posterior to the origin of the 
aorta). The left atrium contained a large 
ball thrombus 7.5 x 6 x 4cm. This had been 
there for some time, since it was partially 
decolorized and since it was rather friable. 
It apparently originated in the auricle (auri- 
cular appendage), but only in one small 
area—just above the anterior cusp of the 
mitral valve. It extended directly over this 
valve orifice and it may have been a pre- 
cipitating factor in this patient’s death. 
Such ball thrombi can be exceedingly dan- 
gerous in that if they impinge upon or get 
jammed down a narrowed valve orifice they 
produce sudden death. Such atrial ball 
thrombi usually develop in the presence of a 
stenotic valve orifice, as in this case. The 
left atrium presented rather striking changes 
characteristic of rheumatic fever, particular- 
ly in MacCallum’s area (that area over the 
posterior mitral cusp), Here there was thick- 
ening of the endocardium and striae of in- 
creased opacity and grayish-white discolora- 
tion were seen there. In the right atrium 
the aricular portion contained a thrombus 
too, but this one was small and projected 
into the atrial cavity for but a little way. | 
mention these because they are both im- 
portant sources of thrombotic emboli; the 
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bal! thrombus is important as a _ possible 
basis for sudden death. The aortic valve too 
had rheumatic stigmata, but these again 
were minimal and of little functional sig- 
nificance. The lungs were strikingly in- 
volved. Each weighed approximately 1200 
gn., three times normal. Almost the entire 
lov er lobes appeared to be infarcted. The 
in arction was not as a single massive one 
but rather numerous small ones which had 
be ome confluent. No thrombotic emboli 
w: re demonstrated in pulmonary arteries. 
Ti e liver exhibited chronic passive conges- 
tin. The kidneys exhibited only evidence of 
ch-onic passive congestion grossly. 
Microscopic sections in this case are of 
m st interest and they disclose something 
tht we had not suspected grossly. In addi- 
tion to the expected sequellae of old rheu- 
m: tic pancarditis there was minimally active 
rh -umatic fever. Most striking, however, was 
th: marked rheumatic pulmonary arteritis. 
This phenomenon was first described about 
30 years ago. Coombs in 1908 described 
rheumatic arteritis of the coronary arteries. 
A most excellent review and summary of the 
problem was presented by Von Glohn and 
Pappenheimer in 1926. They cited a number 
of cases, pointing out the changes that oc- 
curred and describing their peculiar char- 
acteristics, one of which is an accumulation 
of fibrin immediately under the intima in 
many of these pulmonic arteries, just as we 
were able to see here. This process, although 
it may involve many tissues, is sometimes 
almost limited to the lungs. I believe the 
case we have today is a case of rheumatic 
fever with extensive involvement of the 
heart (minimally active) but with a more 
profound and significant effect on the lungs, 
involving particularly the small pulmonic 
arteries. Rheumatic pneumonitis has been 
pretty generally accepted as an entity now 
and there are elements of rheumatic pneu- 
monitis in this case, in addition to the pe- 
culiar arteritis. The patient’s petechiae and 
ecchymoses are probably manifestitations of 
primary vascular purpura which may occur 
in rheumatic fever. There were no signifi- 
cant changes in the spleen that would ac- 
count for this, although there was chronic 
passive congestion. The patient’s bone mar- 
row, although it does give some evidence of 
toxic depression, still presents many mega- 
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karyocytes, so there was no primary failure 
there. 


Now to reconstruct the process by which 
death occurred in this case, here is a man 
with rheumatic fever over a long period of 
time involving his heart in a fairly char- 
acteristic manner, producing high grade 
mitral stenosis and insufficiency. High 
grade mitral stenosis is the condition most 
predisposing to a ball thrombus in the left 
atrium because of eddy currents that result 
from the valvular defect. At the time this 
was developing I believe that the patient had 
rheumatic arteritis and that this progressed 
to a most unusual degree in the lungs, lead- 
ing to numerous small infarcts, so many that 
they became almost confluent. The patient 
had chronic passive congestion of the lungs 
and probably had also a low grade broncho- 
pneumonia or bronchitis, so that in the areas 
of infarction bacteria began to grow and 
the infarcts became septic. As these pro- 
cesses continued there was an increasing 
load placed on the right heart. The precipi- 
tating cause of death is hard to ascertain, 
it may have been the increasing work load 
on the damaged heart—from the progres 
sively narrowing pulmonary circulatory bed. 
On the other hand, death may have been pre- 
cipitated by the ball thrombus which was 
building up more and more, becoming im- 
pinged upon the narrowed mitral orifice. 


Our final pathologic diagnosis was: 


1. Rheumatic fever with: 
a 


~ 


Pancarditis, minimally active with involvement 

of aortic and tricuspid valves, slight, and mitral 

valved, marked, producing high grade stenosis 

and insufficiency of the latter, with slight ven- 

tricular hypertrophy and dilatation, and marked 

hypertrophy and dilatation of left atrium, and 

with fibrous pericarditis, extensive (non-con- 

strictive) 

Rheumatic arteritis involving principally pul- 

monary arteries and arterioles with multiple 

(numerous) infarcts, some secondarily infected 

c) Fibrous pleuritis, focal, right; extensive, left 

d) Hydrothorax, marked, right and left 

e) Ball thrombus of left atrium, large 

f) Thrombosis of right auricle (auricular append- 
age) 

g) Embolic glomerulonephritis, slight 

h) Chronic passive congestion of thoracic and ab- 
dominal viscera 

i) Purpura 
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PRESIDENT’S LETTER 





Although somewhat bothered, belabored, and at times bewildered, I do not feel this 
Thanksgiving should pass unnoticed. It might be well to remember the colorful history of 
America, the numerous vicissitudes and dangers our predecessors faced. We have very 
little of the pathos and problems which confronted them daily. In this skeptical and hard- 
boiled age, one is apt to suspect the heroes of this land as being too good to be true, and 
had we been on location at any particular date, this country would have fared better. I 
wonder how historians will record the deeds of this confused decade. 


In the face of seeming indifference of the rest of the world, only an egotist can go 
on believing he has a role to play in the passing drama, but our profession, socially and 
politically, has the good fortune of being in a position to exert a beneficial effect upon 
the citizenry of our communities and nation, and, rest assured, human nature and the per- 
sonal contact will always cut across and will always defeat the tightest government regu- 
lations. 

The majority of us are comfortably housed and clothed and, alas, too many are over- 
weight. Our lives are not a humdrum existence, as each new patient presents a com- 
pletely new problem to be solved and opens up an avenue for a long and lasting friendship. 


For the first time, we have the means to implement good feelings, the means of 
instant world-wide communication, the means of quick getting-together, the means of 





recreating a storm-ruined town almost overnight, of eliminating poverty, of healing not 
only a body but a whole life. 

Believing these things to be true, it will be difficult to convince me that we are not 
eating cephalad to that piece of the turkey which goes over the fence last! 





eee Je, ze On BD. 


/ 


President 
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NEW AND IMPORTANT 





ROLICTON 


(BRAND OF AMINOISOMETRADINE) 


Simple 
b.1.d. Dosage 
for Positive 


Diuresis 


THIS newest product of Searle Re- 
search is the only continuously effec- 
tive oral diuretic that avoids all these 
disadvantages : 

. Significant side effects 

. Complicated dosage schedules 

. . Electrolyte disturbance 

. Acid-base imbalance 

. Fastness 

. Known contraindications 





THE GLOMERULAR FILTERING SYSTEM 


Configuration of the renal glomerulus 
as revealed by the electron microscope. 


(i|ustration by Hans Elias) 





ROLICTON has been found effective 
as an agent to eliminate, or greatly 
reduce the frequency of, mercurial in- 
jections. 

DOSAGE IS simPLE. One tablet b.i.d. is 
usually adequate, following adminis- 
tration of four tablets the first day. 
G. D. Searle & Co., Chicago 80, 
Illinois. Research in the Service of 


Medicine. 
*Trademark of G. D. Searle & Co. 
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Poison Information 
Center Releases Report 

H. A. Shoemaker, Ph.D., Director cf the 
Oklahoma Poison Information Center in 
Oklahoma City, recently revealed figures 
concerning the center’s operation for its first 
six month period. The center was established 
at the University of Oklahoma School of 
Medicine last April in an effort to contribute 
to the prevention of accidental poisoning and 
to improve the treatment of poisoning when 
it does occur. 

A breakdown of reported cases during the 
periods April 16, 1956 through October 15, 
1956 is given below: 

Telephone Calls 


Adult Child 
April 2 2 
May 1 7 
June 3 7 
July 13 19 
August 9 18 
September 2 17 
October 1 10 
Totals 31 80 
Total 111 

Reports by Mail 

Adult Child 

April (Letter with report card not 

sent to physicians until June 

May 28, (1956) 

June 2 5 
July 11 16 
August 1 3 
September 2 4 
October 0 2 
Totals 16 30 
Total 46 
Grand Totals 48 110 
Less Duplicates 4 5 
44 105 
Net Total 149 


Substances About Which Calls and Reports 
Were Received by the Oklahoma Poison 
Information Center 

Abano Bath Oil Capsule Berlou Moth Spray 


Chlorine Gas 

Chromium Metal Cleaner 

Clorox 

Codeine in Histadyl 
E. C. Syrup 

Copper Sulfate 

D-Con 

DDT 

Detergent 

Diaperene Lotion 

Dieldrin Insecticide 
Spray 

Dilantin Sodium 

Diphtheria & Tetanus 
Toxoids 

Drano 

Dyane-Shine Shoe Polish 

Easy-off Oven Cleaner 

Emulsion of Benzyl Ben- 
zoate & Lindane 

Energine 

Ephedrine 

Equanil 

Fly Bait (Parathion) 

Frenquel 

Gasoline 

Granules Ant Poison 
(Chlordane) 

Green Lizard Lotion 

Household Ammonia 

Ink 

Insecticide (Pyrethrins, 
Terpene Polychlorin- 
ates, Piperonyl Butox- 
ide) 

6-12 Insect Repellent 

6-12 Insect Repellent 
Stick 

Isopropyl alcohol 

Jimson Weed Seeds 

Johnson’s Pride Furni- 
ture Polish 

Kerosene 

Larvex Moth Proof 

Laundry Cleaning Fluid 

Lighter Fluid 

Liquid Rat Poison 

Lysol 

Marezine 

Meratran 

Mercuric Chloride 

Mimosa seeds 

Moth ball 





Mum 

Mushroom 

Naptha Cleaning Flu 

N, Butyl Chloride 

Nestle’s Cold Wave 
Children 

Nestle’s Color Rinse 

No-Doz Tablets 

O’Cedar Furniture Po ish 

Old English Scratch Re. 
mover Furniture Polish 

Otodyne 

Parathion 

Paste Rat Poison 

Pepto Bismol 

Pine Sol 

Potassium Pemangar 
Tablets 

Poison Ivy 

Poke Berries 

Potassium Iodide 

Purex 

Pyridium 

Real Kill Bug Killer 

Rit (red) 

Roux Hair Dye 

Sargent Worm Capsules 

Screw Worm Remedy 

Seconal 

Silver Cleaner 

Sodium Chlorate 

Sodium Cyanide 

Spic and Span 

Strychnine 

Surfadyl 

Tablets Phenobarbital 
& Belladonna 

Tat Ant Trap 

Thiominol 

Thorazine 

Thum 

Tire Dressing 

Toxaphene 

Turpentine c Paint 

Un X Id Insect Repellent 

Vaporette 

Warfarin 

No. 135 Western Targets 
(clay pigeons) 

Wizard pink wick 
deodorizer 

Zinc Fumes 


_ 


~ 


or 
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Acetylsalicylic Acid 

Anacin Tablets 

Arsenate of Lead 

Arsenic 

555 Liquid Rat & Ant 
Poison (Arsenic) 

Arsenic Roach Poison 

Avon Astringent 

Avon Cologne 

Barbolite 

Benzedrine 

Benzene Hexachloride 
Insecticide 
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Bird of Paradise Seeds 

Boric Acid 

Boxer’s Liquid Plastic 
cement 

Bruce’s Cleaning Wax 

Calamine Lotion 

Calgonite 

Camollient Lotion 

Campho-phenique 

Camphorated Oil 

Carbon Tetrachloride 

Chlordane Spray 


The center was organized with the en- 
dorsement and cooperation of the State Med- 
ical Association and the State Health De- 
partment. Incoming calls from physicians 
are received on a 24 hour basis and all are 
encouraged to take advantage of the exten- 
sive information which is available on the 
handling of poisoning cases. The center may 
be reached by phoning the O.U. Medical 
School, RE 6-1511, Oklahoma City. 
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all the benefits of the “‘predni-steroids; 

plus positive antacid action 









to minimize gastric distress \ 


ROUTINELY ACHIEVED WITH C0 I} eltra 
~~ 


(Prednisone Buffered) 





Multiple 





A Compressed 
\ { Tablets 
\, 
BN\ 
A, 
Clinical evidence'.?.3 indicates that x] 4 
to augment the therapeutic advan- K 
tages of prednisone and predniso- Yk (Prednisolone Buffered) 
lone, antacids should be routinely 2.5 mg. or 5 mg. 
co-administered to minimize gas- prednisone or 
tric distress. ‘ prednisolone with a 
50 mg. magnesium , 
References: 1. Boland, E. W., J.A.M.A. trisilicate and 
160:613 (February 25) 1956. 2. Margolis, 300 mg. aluminum MERCK SHARP & DOHME 
H. M. et al., J.A.M.A. 158:454 (June 11) hydroxide gel. DIVISION OF MERCK @ CO. INC 


1955. 3. Bollet, A. J. et al., J.A.M.A 
158:459 (June 11) 1955 


PHILADELPHIA 1. PA 


*CO-DELTRA’ and ‘CO-HYDELTRA’ are trademarks of Merck & Co., INC 
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Meat... 


Good Nutrition and 
Endocrine F unctioning 


Maintenance of homeostasis attuned to health de- 
volves upon good nutrition and normal functioning of the enzyme 
and endocrine systems.'** Conversely, by impairing vital activities 


ae 


of the endocrines, poor nutrition can seriously disturb production of 
hormones needed to regulate metabolic processes. 

Intense and prolonged deficiency in essential nutrients and food 
energy depresses pituitary, gonadal, and other endocrine activity, 
leading to subnormal physiologic states. Clinical studies exposing 
male volunteer subjects to a semistarvation diet produced symptoms 
resembling those of various endocrine dysfunctions.* Since the pitui- 





tary and other hormones are protein in nature, it appears logical to 
assume that protein nutrition plays an important part in their 


synthesis. 
Meat, by supplying valuable amounts of high quality protein, 


B vitamins, essential minerals, and fat containing unsaturated fatty 
acids, contributes importantly to any role that good nutrition may 
play in the maintenance of the endocrines, their functioning, and 
the production of hormones. 


1. Ralli, E. P., and Dumm, M. E.: The Hormonal Control of Metabolism, in 
Wohl, M. G.: Modern Nutrition in Health and Disease, Philadelphia, Lea 
and Febiger, 1955, pp. 57-74. 

2. McHenry, E. W.: Nutrition and Endocrine Function, Borden’s Review of 
Nutrition Research, 76:17 (Mar.-Apr.) 1955. 

3. Ershoff, B. H.: Conditioning Factors in Nutritional Disease, Physiol. Rev. 
28:107 (Jan.) 1948. 

4. Keys, A.; Brozek, J.; Henschel, A.; Mickelsen, O., and Taylor, H. L.: The 
Biology of Human Starvation, Minneapolis, University of Minnesota Press, 
1950. 

5. Samuels, L. T.: Progress in Clinical Endocrinology, New York, Grune and 
Stratton, 1950, p. 509. 





The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion 


American Meat Institute 
Main Office, Chicago . .. Members Throughout the United States 
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‘‘Home Remedy” or Professional Service? 


Few families today rely on home remedies when 
illness strikes. And that’s as it should be the 
treatment of the sick and injured should be left to 
the men and women who have dedicated their lives 
to the medical profession and the scientific treatment 
of the sick and injured. 

However, when it comes to another important 
field of service to mankind—estate planning —it is 
unfortunate that many doctors still rely on the 
“home remedy.” Instead of consulting those who 
are dedicated to estate planning, they leave the 
handling of their estates to well-meaning but un- 
trained and inexperienced relatives or friends, or 
simply use the “home remedy” themselves. 


Let Our Trust Department 
Help You Provide Protection 


And Security for Your Family 


According to an article in the American Medical 
Association letter of October 18, 1955 

“Only one doctor in eight survives his wife.” 

“One out of three physicians left no will.” 

“Expenses of settlement of the estates studied 
ranged from a minimum of 13% to as much as 
one-third of the total estate.” 

Don’t delay another day, Doctor! For the sake of 
your family’s welfare, let our Trust Department 
discuss with you immediately the urgent matter of 
the transter of your estate in the event of your 
death. Call REgent 6-1531 now and ask for our 
Mr. Scott. He'll be happy to call on you at your 


convenience 


THE FIRST 


NATIONAL BANK AND TRUST COMPANY 
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Fund Campaign Revealed For 
Medical Research Foundation 


Hugh G. Payne, Executive officer of the 
Medical Research Foundation recently an- 
nounced that physicians of Oklahoma, who 
nine years ago provided the first funds 
leading to the establishment of the Okla- 
homa Medical Research Foundation, are 
again “campaigning,” setting the stage for 
a statewide drive planned for the coming 
year of 1957. 

The same format which produced suf- 
ficient funds to start the Foundation is being 
followed again. A team of two physicians, 
plus a layman, is formed and visits the phy- 
sicians in another area of the state. 

Mr. Payne stated, “From the reports we 
get, it’s evident that the physicians enjoy 
themselves, visiting with old friends and 
getting a ‘break’ from practice, and they 
certainly help the cause of the Foundation, 
both by their pledges, and by the leadership 
they show to the business people in their 
cities.” 

Members of the Oklahoma City Under- 
writers Association took on the project of 
serving as lay aides, and have been excellent 
partners on the physician calls. Mr. Payne 
declared, “The combination of physicians 
and insurancemen seems ideal—we’re get- 
ting the story told, and told well, and the 
Foundation management and research staff 
is most grateful to them for their service.” 

So far, 249 physicians in 33 counties have 
pledged $61,000 over a three year period. 

Evans Talley, M.D., Enid is serving as 
State chairman for the project, with John 
R. Taylor, M.D., Kingfisher as the chairman 
for Western Oklahoma in friendly competi- 
tion with Carl Bailey, M.D., Stroud, the 
Eastern Oklahoma chairman, 

Tulsa and Oklahoma county physicians 
will be contacted during this month and as- 
signments in the remaining counties will be 
made during the remainder of this year. 

Physicians who have already made trips 
on their colleagues for the Foundation in- 
clude: 

Evans E. Talley and L. R Kirby, Enid; 
Harle V. Barrett and R. B. Gibson, Ponca 
City; Ned Burleson and John Rollins, 
Prague; Floyd Moorman, William K, Ish- 
mael, M. M. Appleton, E. Goldfain, Ear] Mc- 
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Bride, Robert M. Bird, Robert A. Schneider, 
C. M. Harvey, Turner Bynum, Arthur 
Schmidt and William H. Reiff, all of Ok’a- 
homa City; 

Logan A. Spann and Wendell Smith from 
Tulsa; A. B. Smith, Stillwater; C. A. Tra- 
verse, Alva; F. C. Buffington and Carl T. 
Steen, Norman; George F, Brown, Claude &. 
Lively and Sam Dakil, McAlester; Curis 
B. Cunningham, Clinton; Charles E. Mart.n, 
Perry; R. R. Hannas, Jr., Sentinel. 

And J. W. Baxter, Shawnee; Phillip 
Joseph, Sapulpa; Carl Bailey, Stroud; Ollie 
McBride, Ada; Charles Cunningham, |o- 
teau; Wallace Byrd, Coalgate; and Frank 
W. Clark, Ardmore. 


A.M.A. Launches Survey 

The American Medical Association has 
launched a study to learn what the hospital 
patient gets for his money. 

It will be the second phase of a three-part, 
five-year study measuring the medical serv- 
ices given to the American people by their 
physicians. The survey, which will cost 
about $100,000 when completed, is the first 
of its kind—measuring services and not 
money spent. 

The results, which will be published late 
in 1958, may help bring about changes in 
hospital construction, medical education, 
health insurance rates, and other health care 
matters. 

Questionnaires were mailed to 7,000 hos- 
pitals to learn the age, sex, length of stay, 
and diagnoses for every hospitalized person 
discharged during the third week of October. 

In the first phase conducted in 1953, the 
AMA Bureau of Medical Economic Re- 
search determined the age and sex of hos- 
pital patients on a given day, and found that 
men were more hospitalized than women, 
even though one out of six beds was used for 
a maternity case. The final phase will be 
conducted next spring when physicians will 
contribute information about patients seen 
in the office and at home. 

The current questionnaire will help an- 
swer such questions as: Which ailments or 
conditions are sending most Americans 
to hospitals, how many beds are taken up by 
accident casualties and by patients undergo- 
ing non-emergency surgery, etc. 
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Former Foundation Chemist To 
Head Colorado Research Institute 

Vax N. Huffman, Ph.D., former head of 
the Organic Chemistry section of the Okla- 
homa Medical Research Foundation and Pro- 
fessor of Biochemistry at the University of 
Oklahoma School of Medicine, has been ap- 
peinted to direct a new Research center in 
C. lorado. 

[he extensive medical research center will 
b created in the city of Boulder, by the 
L.sdon Foundation, Yonkers, New York and 
will be known as the “Lasdon Foundation 
R search Institute of Chemotherapy.” 

The institute will have facilities for both 
b: sic research in medicinal chemistry and 
fr pilot plant production for clinical studies. 
It will conduct research in the fields of 
ec: ncer, atherosclerosis, arthritis, mental dis- 
eases, hypertension, viral and fungal dis- 
eases and the stimulation of the reticuloen- 
dothelial system. 

According to William S. Lasdon, president 
of the 10-year old non-profit Lasdon Foun- 
dation, the new center will be completed by 
June of 1957. It will be centered in a large 
modern building containing the most ad- 











bottles of 50. 





“Trademark 


ed 


November 1956—Volume 49—Number 11 


Supplied: Tablets, 400 mg., 


Usual Dose~ 1 tablet, t.i.d. 





vanced scientific equipment available. Doc- 
tor Huffman is now recruiting a staff of top 
research people. Doctor Huffman was Pro- 
fessor of biochemistry at Southwestern Med- 
ical College prior to his going to the Okla- 
homa Medical Research Foundation in 1950. 
As a student of Professor Edward A. Doisy, 
Nobel Laureate in Medicine, he was a mem- 
ber of the research team that first isolated 
the ovarian sex hormone, estradiol, from the 
human organism. 

Starting his career as a teacher in a tiny, 
one-room country school in Douglas County, 
Missouri, Doctor Huffman received his 
bachelor degree in chemistry from the Uni- 
versity of Missouri and his doctorate in bio- 
chemistry from St. Louis University in 1941. 
He was a National Research Fellow in Bio- 
chemistry at Columbia University and later 
became director of research of U. 8S. Stand- 
ard Products Company. 

A member of numerous scientific and 
scholarly societies, Doctor Huffman has been 
Visiting Professor of Organic Chemistry at 
the Baylor University Graduate Research 
Institute and is a Fellow of the American 
Association for the Advancement of Science. 
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Uniform Chemical 
Labeling Law Proposed 


The American Medical Association’s 
Board of Trustees has authorized a first step 
toward protecting the public from potential- 
ly dangerous household and commercial 
cl) emicals. 

[he Board authorized the AMA commit- 
tes on toxicology to draft a recommended 

odel” law on labeling of many possibly 
h rmful chemicals not now regulated. 

[t would serve as a guide for writing regu- 
ls'ions which require labels to show such 
i) ormation as the product’s contents, its 
possible dangers, directions for safe use, and 
fist aid instructions. 

Products involved include auto care and re- 
p.ir materials, paints and paint removers, 
pitty, soldering fluids, household cleansers 
and polishers, heating and cooking fuels, laun- 
dering items, art supplies, and toys contain- 
ing chemical. 

The committee’s secretary, Bernard E. 
Conley, estimates there are at least a quarter 
of a million different trade-name substances 
now on the market. Without proper labeling, 
physicians and the public cannot possibly 
know what harmful material they may con- 
tain or how to treat poisoning from them. 


The proposed law is intended to reduce 
careless and ignorant handling and storage 
of chemicals in the home, in small businesses 
and in other areas where control of exposure 
to the chemicals is not as efficient as it is 
in the manufacturing process, Conley said. 


The law should be an “enabling act” un- 
der which later regulations could spell out 
necessary details for enforcement and com- 
pliance, according to Torald Sollmann, M.D., 
Cleveland, committee chairman. The legisla- 
tion should be flexible and not readily out of 
date. 


The AMA committee plans to consult 
other organizations and individuals who are 
interested in the problem. These include the 
American Academy of Pediatrics, American 
Public Health Association, American Phar- 
maceutical Association, National Safety 
Council, leading trade associations, and vari- 
ous state and national government regula- 
tory agencies. 
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Pioneer Physician Retires 


O. W. Rice, M.D., 84 year old pioneer phy- 
sician has closed his office in the Hub build- 
ing in McAlester and retired from his pro- 
fession. 

Doctor Rice was born November 21, 1871 
on a farm in Johnson county, Missouri. 

After graduating from the Rush Medical 
college, University of Chicago, in June, 1897 
followed by a year of practice in his home 
town in Missouri, he set up his office at 
Canadian. 

In the fall of 1904 Doctor Rice moved to 
Alderson and formed a partnership with the 
late F. L. Watson, M.D. Together they were 
surgeons for the Rock Island railroad and the 
McAlester Coal mining company, serving the 
latter until the company closed its mines. 

In 1923 the Rice family moved to McAles- 
ter where he has continued his practice ever 
since. 

Doctor Rice is a member of the first medi- 
cal society in his area, and has been a mem- 
ber of the county, state and national medi- 
cal societies, serving twice as president of the 
county society. 


ARTIFICIAL LIMB 
WEARERS 


Hanger Limbs ore being successful- 
ly worn by amputees of all ages. 
David Canfield, 

just 13 months (il- Age: 13 Mon 
lustrated), is one 

of the many young children grow- 
ing up on Hanger Legs. In contrast, 
Captain W. T. Traylor, over 75 (illus- 
trated), now weors his fifth Hanger. 
He is o fire inspector who must 
cover continually hospitals, schools, 
sports events, etc., and be on his 
feet for hours ot a time. 

























The success of Hanger Limbs with 
amputees of such widely varying 
types con be 

largely attribut- Age: 78 Years 
ed to custom 

manufacture and individual fitting. 
Unusual conditions are carefully in- 
vestigated by experienced fitters, 
ond limbs ore manufactured to 
meet individual requirements. The 
experience of Hanger’s 90 years is 
given to every amputee so that his 
rehabilitation may be successful. 


Haye —m 


628 N. Hudson Oklahoma City 3, Okle. 
BRACES ARCH SUPPORTS TRUSSES 
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Infant Eye Disease Related To 
Length of Time in Oxygen 


Three Detroit researchers, V. Everett 
Kinsey, Ph.D., and June Twomey Jacobus, 
B.A., of the Kresge Eye Institute, Detroit, 
and F. M. Hemphill, Ph.D., of the School of 
Public Health, University of Michigan, Ann 
Arbor, recently announced that premature 
infants should be given additional oxygen 
only in emergencies and then for as brief 
periods of time as possible. 

They based their recommendation on a 
recent study which showed that length of 
exposure to oxygen is the important factor 
in producing retrolental fibroplasia, a seri- 
ous eye disease which may result in blind- 
ness. This differs from earlier studies indi- 
cating that the concentration of oxygen was 
the causative factor. 

Retrolental fibroplasia was first recog- 
nized as a disease of premature infants in 
1942 and is now the major cause of blind- 
ness among children. Oxygen administra- 
tion to premature infants was implicated as 
a possible cause in 1952. 

However. because the disease appeared to 
occur haphazardly and because no informa- 
tion was available on death rates due to cur- 
tailing oxygen for premature infants, doc- 
tors have been reluctant to change their rou- 
tine of oxygen administration. 

The Detroit researchers report that re- 
stricting oxygen not only lessens the chances 
of retrolental fibroplasia. but also appears 
to have no effect on an infant’s chances for 
survival. 

In last month’s issue of the “Archives of 
Ophthalmology,” published by the American 
Medical Association which is based on a co- 
operative study made in 18 hospitals be- 
tween July 1, 1953, and June 30, 1954, at- 
tempted to clear up questions about oxygen’s 
effect on RLF and mortality rates. 

Of the 786 premature infants born in or 
brought to the 18 hospitals during the year, 
586 were followed for at least two and a 
half months. Fifty-three infants were given 
oxygen for 28 days, the standard procedure 
at the time. The other 533 infants were 
given oxygen only when breathing diffi- 
culty occurred. 


The study showed that on a percentage 
basis, twice as many infants in the routine- 
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oxygen group developed the early active 
stages of the disease as did infants in the 
curtailed-oxygen group. The rate of pro- 
gression to the later scarring (cicatricia)) 
stages which produce permanent damage to 
the eyes was three and a half times greater 
in the routine-oxygen group than in the cur- 
tailed-oxygen group. 

The rate for both active and cicatricial 
stages increased as the duration of exposure 
to oxygen increased, but was not affected by 
the concentration. Rate of withdrawal from 
oxygen did not appear to play a role. 

The incidence was much greater in infants 
of multiple birth (twins or triplets) than of 
single birth. The researchers said the reason 
for this is unknown, but it may be related 
to the degree of oxygen saturation in the 
blood. A multiple-birth infant might have 
less oxygen in his blood before birth than a 
single-birth baby. When he is given addi- 
tional oxygen, a relatively greater difference 
in blood-oxygen saturation before and after 
birth could result, which might be “a greater 
insult” to the blood vessels of the eye. 

This study was supported by grants from 
the National Institute for Neurological Dis- 
eases and Blindness of the U.S. Public 
Health Service, Bethesda, Md., the National 
Foundation for Eye Research, Boston, and 
the National Society for the Prevention of 
Blindness, New York. 


HAVE YOU HEARD? 


S. D. BARNES, M.D. and J. G. CASEY, M.D. 
have jointly opened up a new doctors’ clinic 
at 117 North Second Street in Hollis, Okla. 


M. JOE CROSTHWAIT, M.D. and Guy W. 
FULLER, M.D. of the Crosthwait-Fuller Clinic, 
Del City, Okla., had recently had their grand 
opening. The clinic has been open and taking 
care of patients since July 20. 

PAUL C. GALLAHER, M.D., Shawnee and 
J. F. SIMONS, M.D., Alva, were recently pre- 
sented a Certificate of Appreciation for 10 
years of loyal and faithful service by the 
Selective Service System. 

C. E. NORTHCUTT, M.D., physician and sur- 
geon of Ponca City has been added to the 
board of directors of the Oklahoma Alcohol- 
ism association. 
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Cklahoma County Proposes Resolution Condemning VA Hospital Policies 


A resolution condemning certain policies 
o' the Will Rogers Veterans Administration 
}ospital of Oklahoma City was proposed 
ring a recent meeting of the Oklahoma 
unty Medical Society. This action came 
ter the conclusion of a program concern- 
i @ the activities of the Veteran’s Admin- 
i tration. 

Charles Beasley, M.D., Veterans Adminis- 
{ ation Area Medical Director from St. 
| nuis, spoke to the group on the operation 
«° V.A. hospitals in his area. Milton B. 
ivis, M.D., Dallas, Secretary of the Na- 
yal Veterans Medical Society, also ad- 
essed the group, pointing out his organi- 
tions’ stand on various problems concern- 
g the policies of veterans medical care. 
Following their presentations, both phy- 
s cians participated in a panel discussion 

ong with John F. Burton, M.D., O.S.M.A. 
elegate to the American Medical Associa- 
on and Mark Everett, Ph.D., Dean of the 
niversity of Oklahoma Medical School. The 
inel was moderated by Henry G. Bennett, 
M.D., Oklahoma City physician. 

The resolution submitted for consideration 
read as follows: 

WHEREAS, the Members of the Oklahoma Coun- 
ty Medical Society as citizens and taxpayers have 
become more aware of the ever increasing tax 
burden, 

AND WHEREAS, the members of the Oklahoma 
County Medical Society constantly see money ap- 
propriated for the care of veterans with service 
connected illness and the indigent veterans with 
non-service connected illnesses being used for the 
care of veterans who are able to pay for medical 
and hospital care, 

AND WHEREAS, through the policy of the Will 
Rogers Veterans Hospital of Oklahoma City, doc- 
tors are forced to do ghost surgery and have fees 
split. These practices are severely condemned by 
the Code of Ethics of the American Medical Asso- 
ciation and the American College of Surgeons, 

AND WHEREAS, the Will Rogers Veterans Hos- 
pital is collecting fees for medical, surgical, and 
hospital services rendered to patients covered by 
Workmen’s Compensation Liability and private sick 
and accident insurance, 

AND WHEREAS, the Oklahoma County and State 
Medical Societies in May 1956, and the American 
Medical Association one year ago, through resolu- 
tions condemned these practices of the Will Rogers 
Hospital, 

AND WHEREAS, the Deans Committee for the 
Veterans Administration Hospital has been ineffec- 
tive in curbing these abuses and violations of the 


~ 


ns 
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Veterans Care Act, 

We, the members of the Oklahoma County Medi- 
cal Society, feeling our responsibility as citizens 
and taxpayers, do hereby resolve to withdraw from 
all further participation in the care of paying cases 
at Will Rogers Hospital and all further care of the 
“‘non-service connected”’ illness patients able to pay 
for care. We further resolve we will be happy to 
continue our care of the veterans with service con- 
nected illness and the truly indigent veteran. 

BE IT RESOLVED, that the Will Rogers Vet- 
erans Hospital be given sixty days to correct their 
flagrant violations of the Veterans Care Act and to 
the ethical principles of medical practice to the satis- 
faction of the Oklahoma County Medical Society. 

BE IT FURTHER RESOLVED, that further par- 
ticipation in the present program by members of 
the Oklahoma County Medical Society will be con- 
sidered unethical and appropriate action of the 
Oklahoma County Medical Society will be taken 
against such members which may lead to suspen- 
sion. 


Elmer Ridgeway, M.D., President of the 
Oklahoma County Medical Society referred 
the resolution to the Resolutions Committee 
for further study. It will be presented to the 
Society at their November 27 meeting for 
final consideration. 
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“clinical response 
good or excellent” 


In one recent study, 18 patients with acute follicular tonsillitis and septic sore throat, 
were given erythromycin. Infecting organism was Str. pyogenes. The investigator 
stated, “In all 18, the clinical response could be regarded as either good 

or excellent.” 


This, of course, is only one of many reports showing the effectiveness of 
ERYTHROCIN against coccic infections. You'll get the same good rosults 
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prescription reads Filmtab EryYTHROCIN Stearate. 


“toxicity lower 
in erythromycin-treated 
patients”’ 


After a study of 208 patients treated with erythromycin (78), procaine 
penicillin (78) and a placebo (52), the investigator stated: “. . . the incidence of 
toxicity (compared to procaine penicillin) was significantly lower in the 
erythromycin-treated patients.” 


Actually, ErYTHROCIN stands on a remarkable record of safety. After four years, 
there’s not a single report of a severe or fatal reaction attributable to 
erythromycin. Also, allergic reactions rarely occur. Filmtab ErYTHROCIN Stearate 
(100 and 250 mg.), is available in bottles of 25 and 100, at all pharmacies. 
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Southwestern Medical Meeting 
Held October 10 in Lawton 


Physicians of southwestern Oklahoma met 
in Lawton on October 10 at a meeting spon- 
sored by the Comanche-Cotton County Med- 
ical Society. The one day meeting featured 
a scientific session at the Hotel Lawtonian 
and an evening dinner honoring H. M. Mc- 
Clure, M.D., President of the OSMA, as 
well as several social activities. 

Approximately 60 physicians attended the 
afternoon scientific session. Those who ap- 
peared on the program were: Robert H. Bay- 
ley, M.D., William K. Ishmael, M.D., and 
John F. Kuhn, M.D., all of Oklahoma City. 

Social events of the day included golfing 
for the physicians, sponsored by Pfizer Lab- 
oratories, and a style show for the ladies 
with the Comanche-Cotton County Woman’s 
Auxiliary acting as hostesses. At the con- 
clusion of the scientific portion of the meet- 
ing Pfizer entertained again with an hors 
d’oeuvre party at the Lawton Country Club 
for the physicians and their wives. 


McClure Speaks 

H. M. McClure, Chickasha, President of 
the state organization, who was a special 
guest at the dinner meeting was also the 
principal speaker on the program. 

Before addressing the group, Doctor Mc- 
Clure paid homage to E. B. Dunlap, M.D., 
Lawton, for his fifty years in the practice 
of medicine. Doctor Dunlap was presented 
with a pin and accepted to membership in 
the “50 Year Club” of the Oklahoma State 
Medical Association. 

In his talk, Doctor McClure reminded the 
physicians to “treat the patient along with 
the disease.” He pointed out that in recent 
years many complaints were being heard 
from patients that could very easily be 
stopped by paying more attention to that 
aspect of the practice of medicine. He en- 
couraged the physicians to also take a more 
active interest in the affairs of organized 
medicine as well as their individual prac- 
tices, stating that, “ ... if we continue to 
treat patients as we have in the past, paying 
very little attention to their mental welfare; 
if we continue to devote little time to our 
community affairs and schools; if we con- 
tinue to do nothing for the State organiza- 
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tion; then, gentlemen, we will have some 
sort of governmental medicine. You are call- 
ing the shots! 

“For several years,” Doctor McClure con- 
cluded, “I have been worried—worried that 
the Philosophy which was instilled into me 
as a growing youngster was all wrong. | 
began to wonder if honor, integrity, and the 
belief that I was to help the fellow who was 
struggling, was all wrong. I guess we have 
all been scared during the past 20 years, and 
like all scared people we were greedy; we 
had to know everything; what we did not 
know we faked. We shunned understanding. 
Perhaps because understanding is a relation- 
ship and requires you to give as much as 
you take, and we had so little to give. We 
were the takers, the realists, the materialists 
—the empty ones who stuffed themselves 
with things and money and facts and figures. 
Nobody valued wonder and awe—and they 
were ‘out-grown’ things like tenderness and 
love—but I believe I can detect a slow 
change in the Philosophy of the individual. 
Now, one by one, we are returning from that 
flight to the land of ‘gimme security’ and ‘T’ll 
get mine.’ Humbled, some of us, no longer 
demanding certainty as if it were a human 
right. Beginning once more to put the puzzle 
together, hoping that this time we shall not 
leave out the human being and his relation- 
ship with himself, as we almost did before.” 

At the conclusion of Doctor McClure’s 
talk, Frank H. Austin, M.D., President of 
the Comanche-Cotton County Society ad- 
journed the meeting. Doctor Austin and 
William A. Matthey, M.D., Secretary of the 
society, handled the arrangements for this 
function. 


The meeting was also attended by Mr. 
Dick Graham and Mr. Don Blair of the Ex- 
ecutive office of the State Association and 
Mr. Car] Behle of Blue Cross-Blue Shield in 
Tulsa. 


Former Research Director Speaks 


Edward C. Reifenstein, Jr., M.D. of New 
York City and former director of the Okla- 
homa Medical Research Foundation was 
guest speaker at the first fall meeting of the 
Tulsa Academy of General Practice held at 
the Hotel Tulsa. 
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?hysicians Subject to Regular Draft 


The Defense Department recently an- 
iounced that when the special doctor draft 
xpires next July 1, physicians and other 
srofessional personnel covered by it still will 
e subject, up to 35, to the regular draft. 
‘o discuss procedures to meet military needs 
ifter that date, the Defense Department has 
ctarted conferences with representatives of 
rroups involved, including the American Med- 
cal Association, American Dental Associa- 
ion, the Association of American Medical 
‘olleges and the four surgeons general— 
Army, Navy, Air Force and U. 8S. Public 
lealth Service. 

The discussions were initiated by Frank 
B. Barry, M.D., assistant secretary of de- 
fense for health and medical matters, who 
s responsible for advising Secretary Wilson 
yn the policy regarding procurement of med- 
ical personnel. 

One of the questions is whether any 
change in the basic Selective Service act 
will be necessary to facilitate the selective 
call-up of certain physicians and other spec- 
ialists including scientists, who are de- 
ferred for educational and occupational rea- 
sons. This is the present situation: Although 
all physicians registered under the regular 
draft technically are liable for service up to 
age 35, few if any of those over 30 are apt 
to be called, as Defense Department esti- 
mates that the majority of its needs can be 


met by recent graduates of medical schools. 
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The March of Medicine Medicine” has recorded on film countles 


Television’s first medical network series, natives arriving at the mission station a 
“The March.of Medicine,” will pioneer again Lotumbe to seek the aid of “Monganga”- 
when it presents the first nationwide pro- the white doctor. Leprosy, yaws, elephan- 
gram in color on a medical subject over the tiasis, sleeping sickness, and arthritis arv 
NBC-TV network. It is scheduled for Tues- some of the more common diseases treate 
day, November 27, at 8:30 p.m., and will fill by Doctor Ross. When not at the operatin 
the spot usually occupied by Armstrong table or administering drugs to these pa 
Circle Theatre. The program called MON- tients, he finds time to build new quarter 
GANGA is a one-hour report on missionary for incoming patients and their familie 
medicine and is produced and sponsored by make trips to distant bush clinics, and trai 
Smith, Kline & French Laboratories in co- a native staff of assistants, lecture to ex 
operation with the American Medical As- pectant mothers, and answer the demands « 
sociation. a nearby leprosarium. 

“Monganga” will chronicle the life work This will be the twenty-second prograr 
of Doctor John E. Ross, who, for the past in this documentary series. The first pri 
six years, has served as a mission doctor gram in “The March of Medicine” series 
for the Disciples of Christ in Lotumbe, a opened the doors of the annual America) 
remote village in the African Belgian Con- Medical Association meeting to the publi: 
go. John Gunther, noted author of the best- for the first time in June, 1952. Since that 
seller, “Inside Africa,” will be the principal time, it has documented such topics as arth- 
commentator on the program. ritis, heart disease, cancer, mental illness, 

A native of California, and a graduate and various surgical techniques, to mention 
of the Indiana School of Medicine, Doctor only a few. For this outstanding medical 
Ross has devoted his life to bringing the reporting, the series received the first Al- 
benefits of modern medicine to the remote bert Lasker Medical Journalism Award 
tribes of the Belgian Congo. “The March of given in the field of television. 





MONODRAL«™ MEBARAL 


ANTICHOLINERGIC e SEDATIVE 





in peptic ulcer management 


e relieves pain promptly * promotes healing 

« reduces tension safely « maintains anacidity for hours 
* tranquilizes without dulling + controls hyperactivity of 

* well tolerated upper gastro-intestinal tract 


MonopraLt with Mersarat—the “psychovis- 
ceral stabilizer’’— provides for patients with ulcer 
and gastro-intestinal spasm an effective barrier 
against the impact of environmental stimuli. . . 
controls gastric hypersecretion and hypermotility 
for three and one half to five hours.* 


EACH TABLET CONTAINS: DOSAGE: 1 or 2 tablets three or 
Monoprat bromide. - 4 four times daily. 
be wcesccessenes g. Available on prescription only. 


Bottles of 100 tablets. 


nd Laboratories New York 18, N. Y. 


Monodral (brand of penthienate) and Mebaral (brand of mephobarbital), trade- 
marks reg. U. S. Pat. Off. 
*References and clinical trial supplies available on request. 
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in antibiotic therapy, 
particularly for 

the 90% of patients 
treated at home 

and in the office 


Superior control of infectious dis- 
eases through superior control of 
the changing microbial populotion 
is now availabie in a new formu- 
lation of tetracycline, outstanding 
broad-spectrum antibiotic, with 
oleandomycin, Pfizer-discovered 
new antimicrobial agent which 
controls resistant strains. The syn- 
ergistic combination now brings to 
antibiotic therapy: (1) a new fuller 
antimicrobial spectrum which in- 
cludes even “resistant” staphylo- 
cocci; (2) new superior protection 
against emergence of new resist- 
ant strains; (3) new superior safety 
and toleration. *yaaccmane 


Pfizer 
“ene™ 













superlor control 
of infectious disease through 
superior control of the 
changing microbial population 


Sigmamycir 


A synergistically strengthened multi-spectrum antibiotic 












Sigmamycin is a new antibiotic formula- 
tion providing: (1) the unsurpassed broad- 
spectrum activity of tetracycline, the 
outstanding broad-spectrum antibiotic 
discovered and identified by Pfizer; (2) the 
action of oleandomycin, the new antimi- 
crobial agent which combats those strains, 
particularly among staphylococci, now re- 
sistant to tetracycline and other antibiotics. 


Sigmamycin embodies a new concept in 
the use of antibiotics, for with this new 
synergistically active preparation, the 
development of refractory pathogens and 
their emergence as important sources of 
superinfection are more fully controlled. 


Prizer LasoraTories, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


New superior safety and toleration— 
Sigmamycin brings to antibiotic therapy 
new superior safety, new unexcelled tol- 
eration because: (1) tetracycline, an out- 
standingly well-tolerated antibiotic, is 
formulated with oleandomycin, also 
known to be remarkably free of adverse 
reactions; (2) the synergism between 
oleandomycin and tetracycline enhances 
antimicrobial potency. 


Dosage: | to 2 capsules q.i.d. 


Supplied: Capsules, 250 mg. (oleandomy- 
cin 83 mg., tetracycline 167 mg.) Bottles 
of 16 and 100. 


“TRADEMARK 
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O.S.M.A. Honors Students 


The annual dinner for the Student Ameri- 
in Medical Association was given by the 
klahoma State Medical Association at Bev- 
ly’s Hideaway, in Oklahoma City, October 6. 
Approximately 200 students representing 
| classes at the Medical School attended. 

H. M. McClure, M.D., President of the State 
ledical Association spoke to the students 
1 “Your responsibility to your patients, 
imily and community.” 

William Bernhard, President of the Stu- 
ent Association expressed his appreciation 
» the State Medical Association for the co- 
peration, interest and financial aid it has 
iven them. 

Other guests included: Carl Behle, Blue 
hield representative from Tulsa; Don 
‘lair, Associate Executive Secretary of the 
‘klahoma State Medical Association; R. Q. 
roodwin, M.D., Past President of the State 
ledical Association; Jack Spears, Executive 
secretary of the Tulsa County Medical So- 
iety and A. N. Taylor, Ph.D., Associate Dean 
f Student Affairs. 


“The mercurial diuretics 
have the justified 
a-yelUhcoh ites melmel-Tile 
al-MulecimelehiZ-initl melite 


consistently effective 


of all diuretic drugs. * 


TABLET 
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Ford Foundation Announces 
Medical School Grants 


The Ford Foundation recently announced 
grants totaling $21,750,000 to strengthen in- 
struction in the 44 privately-supported med- 
ical schools now in operation in the United 
States. 

The grants are in the amount of $500,000 
to each of 43 four-year institutions and 
$250,000 to the two-year medical school at 
Dartmouth College, Hanover, N.H. They 
were authorized by the Foundation’s board 
of trustees upon the recommendations of a 
special advisory committee headed by Doctor 
Lee DuBridge, president of the California 
Institute of Technology. 

The advisory committee was set up by the 
Foundation to develop plans for distributing 
$90,000,000 which the Foundation appropri- 
ated last December to aid the instructional 
programs of the private medical schools. 

The grants are to be held by the recipient 
institutions as invested endowment for at 
least 10 years. During this time the income 
from the endowment may be expended for 
instructional purposes. Excluded from pur- 
poses of the grants are construction and re- 
search needs. After a 10 year period the 
medical schools will be free to use the prin- 
cipal sum as well as endowment income. 

In announcing the grants the Foundation 
indicated it expects to disburse the balance 
of the $90,000,000 appropriation during the 
current academic year. 

Institutions receiving the $500,000 grants 
are: 

Albany Medical College of Union Univer- 
sity, Albany, N.Y.; Baylor University Col- 
lege of Medicine, Houston, Tex.; Boston Uni- 
versity School of Medicine, Boston, Mass.; 
Bowman Gray School of Medicine, Wake 
Forest College, Winston-Salem, N.C.; Uni- 
versity of Buffalo School of Medicine, Buf- 
falo, N.Y.; Chicago Medical School, Chicago, 
Ill.; University of Chicago School of Medi- 
cine, Chicago, Ill.; Columbia University Col- 
lege of Physicians and Surgeons, New York, 
N.Y.; Cornell University Medical College, 
New York, N.Y.; Creighton University 
School of Medicine, Omaha, Neb.; Duke Uni- 
versity School of Medicine, Durham, N.C.; 
Albert Einstein College of Medicine, Yeshiva 
University, New York, N.Y.; Emory Univer- 
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sity School of Medicine, Emory University, 
Ga. 


Georgetown University School of Medi- 
cine, Washington, D.C.; George Washington 
University School of Medicine, Washington, 
D.C.; Hahnemann Medical College, Phila- 
delphia, Pa.; Harvard University Medical 
School, Boston, Mass.; Howard University 
College of Medicine, Washington, D.C.; Jef- 
ferson Medical College of Philadelphia, Phil- 
adelphia, Pa.; Johns Hopkins Medical School, 
Baltimore, Md.; University of Louisville 
School of Medicine, Louisville, Ky.; Mar- 
quette University School of Medicine, Mil- 
waukee, Wisc.; College of Medical Evan- 
gelists School of Medicine, Los Angeles, 
Calif.; Meharry Medical College School of 
Medicine, Nashville, Tenn.; University of 
Miami School of Medicine, Coral Gables, 
Fla.; New York Medical College, New York, 
N.Y.; New York University College of Med- 
icine, New York, N.Y.; Northwestern Uni- 
versity Medical School, Chicago, III. 


University of Pennsylvania School of 
Medicine, Philadelphia, Pa.; University of 
Pittsburgh School of Medicine, Pittsburgh, 
Pa.; University of Rochester School of Medi- 
cine and Dentistry, Rochester, N.Y.; St. 
Louis University School of Medicine, St. 
Louis, Mo.; University of Southern Califor- 
nia School of Medicine, Los Angeles, Calif. ; 
Stanford University School of Medicine, San 
Francisco, Calif.; Stritch School of Medicine 
of Loyola University, Chicago, Ill.; Temple 
University School of Medicine, Philadelphia, 
Pa.; Tufts University School of Medicine, 
Boston, Mass.; Tulane University School of 
Medicine, New Orleans, La.; Vanderbilt Uni- 
versity School of Medicine, Nashville, Tenn.; 
Washington University School of Medicine, 
St. Louis, Mo.; Western Reserve University 
School of Medicine, Cleveland, Ohio; Wom- 
an’s Medical College of Pennsylvania, Phila- 
delphia, Pa.; Yale University School of Med- 
icine, New Haven, Conn. 
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National Auxiliary Conference 
Held in Chicago 


Mrs. Gordon Livingston, President of the 
State Woman’s Auxiliary, Mrs, John Pow- 
ers Wolff, President-elect and Mrs. George 
Garrison a member of the National Boar | 
of Directors represented Oklahoma at the 
Annual Fall Conference of the American 
Medical Association Woman’s Auxiliary in 
the Drake Hotel in Chicago last month. 


The theme of the Conference was, “Health 
is Our Greatest Heritage.” 


Featured speaker was Earnest B. Howard, 
M.D., Assistant Secretary of the American 
Medical Association who reviewed the Legis- 
lative and Federal Activities in Medicine. 


Workshops were conducted by panels, 
and included topics on Public Relations, The 
Mental Health Problem, The American Medi- 
cal Education Foundation, Safety and Civil 
Defense. Mrs. Livingston gave a report on 
the “Tulsa Civil Defense Project.” 


Oklahoma was in the spotlight several 
times during the meeting. Attention was 
brought upon the fact that Oklahoma was 
the first to sponsor a Junior Auxiliary for 
the Medical Students’ wives in the United 
States. Mrs. Livingston and Mrs. Wolff 
were asked to explain how the group was 
organized and what the students themselves 
thought of the project as a whole. They ex- 
plained how the Junior Auxiliary raises 
money by selling subscriptions to the AMA 
publication, “Today’s Health.” In this way 
they are making a valuable contribution to 
the promotion of this publication and at the 
same time strengthening their organization 
as well. 





GYNECOLOGIC CYTOLOGY SERVICE 
INTERPRETATION OF CERVICO-VAGINAL, ETC. 
(PAPANICOLAOU) SMEARS 
FOR THE 
DIAGNOSIS OF CARCINOMA 


KITS (slides, spatules, fixative 

and mailing containers) 
and 
Instructions for Taking and Mailing Smears 

Furnished on Request 

M. Wm. RUBENSTEIN, M.D. 
Gyne-Cytology Laboratory 

104 S. Michigan Ave. Chicago 3, Ill. 
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to help children eat more, 
grow more! 
ira, 
can 
vis- 
. INCREMIN combines the amino acid 
els lysine with vitamins Bi, Bs and By— 
: essential nutrients that stimulate appetite, 
The and promote more efficient utilization 
adi- of protein. For children who are problem 
ivil eaters, for the underweight, for the generally 
on below-normal child—INCREMIN 
will usually produce a remarkable 
and prompt improvement! 
ral 
vas Cherry flavor. Can be mixed with milk, 
vas milk formula, or other liquid. In 15 
for cc. polyethylene dropper bottle. 
ted 
ff Dosage: 0.5 to 1 cc. (10-20 drops) 
daily. Each cc. (20 drops) contains: 
yas I-Lysine HCl....seese00. 300 mg. 
yes Vitamin Bis....see008 25 megm. 
Thiamine HCI (B:)...ee02 10mg. 
2X- Pyridoxine HCI (Bs)......- 5 meg. 
ses GEREN. ccaveccoceccocnccecce 1% 
[A Excellent for the elderly! INCREMIN serves 
ay equally well to stimulate lagging appetites in geriatric patients. 
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Lysine-Vitamin Drops 





D> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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faster relief of pain, 
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better control of inflammation, 
edema, allergy 
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pathogens 
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PROVEN 
PAIN CONTROL 


GRADATIONS OF ANALGESIA 
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<>, ‘TABLOID’ ‘EMPIRIN’ COMPOUND® 


ww Acetophenetidin gr. 242, Acetylsalicylic 
Acid gr. 342, Caffeine gr. 2 








ss ‘TABLOID’ ‘EMPIRIN’ COMPOUND 
with CODEINE PHOSPHATE gr. Y%, No. 1 (Nn) 
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So. ‘TABLOID’ ‘EMPIRIN’ COMPOUND 
with CODEINE PHOSPHATE gr. '4, No. 2 (Nn) 
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So) ‘TABLOID’ ‘EMPIRIN’ COMPOUND 
with CODEINE PHOSPHATE gr. ¥%, No. 3 <n) 
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Son ‘TABLOID’ ‘EMPIRIN’ COMPOUND 
with CODEINE PHOSPHATE gr. 1, No. 4 (n) 


(N) subject to Federal Narcotic Law 
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Tulsans Hear Noted Speaker 


Israel Davidsohn, M.D., director of path 
ology at Mount Sinai hospital in Chicago re 
cently addressed the monthly scientific meet 
ing of the Tulsa County Medical Society. H 
spoke on “The Clinical Significance of Im 
munity.” 

Doctor Davidsohn, a native of Austria, wa 
educated at the University of Vienna and th 
University of Berlin. He came to Americ 
in 1923 and became a naturalized citizen se\ 
eral years later. 

He is also professor and chairman of th: 
department of pathology at the University o! 
Chicago medical school, is widely known for 
his research in immunology, hematology and 
blood groups. Doctor Davidsohn recently re 
ceived the Morris H. Parker award for scien 
tific research by the University of Chicago. 

Speaker for this month’s meeting will b: 
J. Huber Wagner, M.D., chief surgeon of the 
United States Steel Corporation, Pittsburgh. 


Tulsa Physician Displays Needlepoint 


W. R. R. Loney, M.D. is now displaying 
his largest piece of needlepoint in the lobby 
of the National Bank of Tulsa. It is a 10,000 
square inch rug which he started more than 
three years ago. The room-sized covering 
contains more than 490,000 stitches. 

Tulsans are not the first to see this rug 
exhibited. It was first shown at the Doctor’s 
Hobby Show in Oklahoma City last May. It 
was then sent to Chicago to be exhibited at 
the 19th annual American Physicians Art 
Association show during the national con- 
vention of the American Medical Association. 
Since that time it has also been shown in 
New York several times. 

His first undertaking in needlepoint was a 
set of 12 dining room chairsets. Since then 
he has made countless purses, bellcords, ob- 
longs and other pieces in needlepoint and 
petit point. 

Doctor Loney first became interested in 
this hobby while on a fellowship in Rochest- 
er, Minnesota and strongly advocates a hob») 
for everyone, stating that, “The result, in 
terms of mental health and physical relaxa- 
tion is worth far more than even the most 
exquisite finished product.” 
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Southern Medical Association 
To Meet in Washington, D.C. 


The Southern Medical Association, one of 
the world’s largest medical organizations will 
ce nvene for their 50th Annual Meeting at 
Vashington’s Sheraton-Park Hotel, Novem- 
b-r 12-15. More than 3,000 of the Southern 
Medical Association’s 10,000 members are 
pected to attend this four day meeting. 

According to Oscar B. Hunter, Jr., M.D., 

ashington physician and General Chair- 
nan of the Executive Committee, the Scien- 
‘ic Assembly will feature more than 300 
p pers, which includes 20 specialty sections. 

“D.C. Day,” will highlight the opening 
diy activities which will be presented by 
n embers of the D.C. Society. The day’s ses- 
ys will be opened by Ralph M. Caulk, M.D., 
esident of the Medical Society of the Dis- 
trict of Columbia. 

Another outstanding feature will be the 
“Geriatrics Symposium” on Thursday morn- 

g which should be of particular interest to 
very physician. 
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Outside of the professional activities there 
will also be official tours of Washington, in- 
cluding the city’s medical facilities; a per- 
formance by Washington Doctor’s Symphony 
Orchestra; a Golf Tournament; and special 
breakfasts, luncheons, dinners, alumni and 
fraternity reunions, and Woman’s Auxiliary 
functions. 


Oklahoma Physicians Participate 


Nineteen Oklahoma physicians will take 
part in the program. They are: Joseph W. 
Kelso, Joseph W. Funnell, W. Kelly West, 
John H. Lamb, Robert J. Morgan, Edward 
M. Schneider, Charles Daugherty, James K. 
Devore, Jean S. Felton, Philip C. Johnson, 
E. S. Berger, William L. Hughes, Robert M. 
Bird, Harold G. Sleeper, Samuel T. Moore, 
Herbert Kent and Kirk T. Mosley all of 
Oklahoma City. 

Also attending the meeting and participat- 
ing in the business sessions were Kelly M. 
West, M.D. of Oklahoma, who is vice-presi- 
dent and Henry H. Turner, M.D., the coun- 
cilor to the Southern Medical Association 
from Oklahoma, and Marshal O. Hart of 
Tulsa and Harle V. Barrett of Ponca City. 
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Phenobarbital gr. % 


Acetophenetidin gr. 2% 
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Codeine Phosphate gr 
Phenobarbital 
Acetophenetidin .2% 
Acetylsalicylic Acid 3% 


‘CODEMPIRAL’® No. 3 4 
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Acetophenetidin 2% 
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HERE’S WHY SO MANY DOCTORS 
NOW SMOKE AND RECOMMEND 


VICERO 


Microscopic analysis “Qe 
shows the 
Viceroy tip has... 












Twice as Many Filters 


AS THE OTHER TWO LARGEST-SELLING FILTER BRANDS 


For the Smoothest Taste in Smoking! 


MPARE! HOW MANY FILTERS IN YOUR FILTER TIP? 
a (REMEMBER—THE MORE FILTERS THE SMOOTHER THE TASTE!) 
La 








VICEROY | 


Filter Tip 


CIGARETTES 
VICEROY'S EXCLUSIVE FILTER IS MADE FROM PURE CELLULOSE—SOFT, SNOW-WHITE, NATURAL! KING-SIZE 
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in rheumatoid arthritis 





Clinical evidénce#* indicates that to augment the 
2 therapeutic advantages of the “predni-steroids”’ 
antacids should be routinely co-administered 


ROUTINE 
CO-ADMINISTRATION 
MEANS 


(Prednisolone Buffered) 


Multiple 





\ Compressed 
AN Tablets 
YEN | 
: Af, 

All the benefits of the LS/ . 
“predni-steroids” plus 1K (Prednisone Buttered ) 
positive antacid action to peer thatrmgey 
minimize gastric distress. S cndieaiates with 
References: 1. Boland, E. W., 50 mg. magnesium €:p 
J.A.M.A. 160:613 (February trisilicate and 
25 1956 2 Margolis, H. M 300 meg. aluminum MERCK SHARP & DOHME 
t was J Y" Nw : — hydroxide gel. DIVISION OF MERCK 4&4 CO. ts 
J A. ‘" A. 158:459 (June 11) PHILADEL 1A 1, PA 
195 
‘CO-DELTRA’ and -HYDELTKA’ are trademarks of Merckx & Co., INC 
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METICORI 
METICORTEN (PREDNISONE) PLUS CHLOR-TRIMETON WITH ASCORBIC ACID 
= ‘ , : : = quickly 
For prompt and effective relief, especially in many resistant allergic disorders, MeTreToN idl 
: ; - . Bsympatl 
affords the benefits of two established agents with unexcelled anti-inflammatory, anti- § * 
sives, cl 


allergic and antipruritic effectiveness. supported by essential vitamin C—for stress 


support and for postulated effect on prolonging steroid action no better corticosteroid 


tate) and 
original brand of prednisone...minimal electrolyte effects—Meticorten no better anti- § suconate 
y 


histamine—unexcelled in potency and freedom from side effects—Cutor-Trimeton 


Merreton,* 


effective against hay fever, pollen asthma, perennial rhinitis, acute and chronic urticaria, Jy 
angioneurotic edema, drug reactions, inflammatory and allergic eye disorders, pruritic J prperation 
and contact dermatoses. 


formula: Each tablet of Merneron provides 2.5 mg. of Meticorten (prednisone), 2 mg. of Cuor-Trimeton 


maleate (chlorprophenpyridamine maleate), and 75 mg. ascorbic acid. 


supplied: Merreton Tablets, bottles of 30 and 100. 
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METICORTELONE (PREDNISOLONE) PLUS CHLOR-TRIMETON 


quickly clears nasal passages * avoids rebound engorgement and 
sympathomimetic side effects + safe even for cardiacs, hyperten- 


saves, children, pregnant patients « 
fron: Contains 2 mg. (0.2%) MericorteLone acetate (prednisolone ace- 
tate) and 3 mg. (0.3%) of Curor-Trimeton gluconate (chlorprophenpyridamine 
sluconate) in each ce. 
"£* 15 cc. plastic “squeeze” bottle, box of 1. 
Merreron,* brand of corticoid-antihistamine compound; Meticorten,* brand of prednisone; 
Mericonretone.® brand of prednisolone ; Curorn-Tamerton,® brand of chlorprophenpyridamine 


preparations, “1.x. MT-s-576 
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to guiet the cough ; 


Expectorant action 
Antihistaminic action 
Sedative action 

Topical anesthetic action 








A.H.A. Release Statistics 


In a recent survey by The American Hos- 
vital Association it was announced that a 
teady rise has taken place in hospital admis- 
ions. The following information was 
rathered from questionnaires answered by 
..956 hospitals throughout the country. 

It was reported that United States hos- 
jitals cared for 21,072,521 patients last year, 
vhich represented an increase of 727,090 
atients over 1954’s total. 

Last year a total of 3,476,753 babies were 
orn in U.S. hospitals. This was 134,154 rise 
rom the 1954 total. 

In 1955, the AHA reported, United States 
ospitals spent $5.594 billion to care for 
hese patients and newborn infants com- 
ared with $5.229 billion in 1954; an in- 
rease of $365 million. 

Non-Profit Hospitals 

The non-profit general hospitals which 
are for the great majority of the acute, 
hort-term cases in the nation, spent an av- 
rage of $25.15 a day for the care of each 
satient. This represented an increase of 

1.37 over 1954. In these hospitals the av- 
rage expenditure on each patient in 1955 
vas $181 compared with $171 in 1954. 

The patients in the non-profit general hos- 
jitals paid an average of $1.75 a day less in 
1955 than it cost to care for them. Total in- 
come from patients of all hospitals in this 
classification in 1955 was $2.326 billion 
while expenses totaled $2.508 billion. Patient 
income made up 91.4 per cent of expenses 
in 1954. The balance came from contribu- 
tions, grants and income from sources such 

as endowments. 

Hospital expenses continued to rise, re- 
flecting the increase in payrolls and the in- 
creased cost of supplies and equipment. 
Sixty-four per cent of hospital expenditures 
was for payroll. Total 1955 payroll of all 
hospitals was $3.581 billion for 1,300,733 
full-time employees. The 1954 hospital pay- 
roll was $3.344 billion for 1,245,669 full- 
time workers. 


Other Facts Released 
More than 290,000 professional nurses 


provided service in hospitals in 1955. This 
included almost 261,000 nurses as hospital 
employees and more than 30,000 private 
duty nurses. 

The average patient stay in the short-term 
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general hospital was 7.8 days, the same as 
in 1954. 

Assets of all hospitals in 1955 totaled 
nearly $12 billion. 

Nearly half of all U.S. hospitals were non- 
profit. Eighteen per cent were proprietary, 
and 32 per cent were operated by agencies 
of federal, state or local government. 

Ninety-five per cent of all U. S. hospital 
admissions last year were to general hos- 
pitals. However, psychiatric hospitals cared 
for 54 per cent of the total number of pa- 
tients hospitalized on each day. 

Thirty-eight per cent of all U.S. hospitals 
had less than 50 beds; 22 per cent had from 
50 to 99 beds; 26 per cent had between 100 
and 299 beds, and 14 per cent had 300 beds 
or more. 


Federal Hospitals 
The 428 federal hospitals, representing six 
per cent of all U. S. hospitals had a bed com- 
plement of 183,162. The 173 Veterans Ad- 
ministration hospitals had 119,830 beds, or 
65 per cent of the hospital bed total operated 
by the Federal government. 
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The October issue of the Journal carricd 
an incorrect listing of John H. Reynolds, S°., 
M.D., of Muskogee in this column. Doctor 
Reynolds is not deceased but was the victin 
of erroneous information. Our most sincere 
apologies to Doctor Reynolds for letting this 
error slip through unnoticed.—Ed. 


L. G. WoLFF, M.D. 
1868-1956 


L. G. Wolff, M.D., retired Okarche physi- 
cian died September 29. 

Doctor Wolff was born July 4, 1868. He 
was a member of the Canadian County Medi- 
cal Society and a life member of the Okla- 
homa State Medical Association. In 1954 he 
became a member of the State Association's 
50-Year Club. 

He graduated from the Missouri Medical 
College in St. Louis, Missouri in 1899. 


SAMUEL W. MINOR, M.D. 
1871-1956 


Samuel W. Minor, M.D., Hinton physician 
recently died at the age of 85. 

Born in Cumberland City, Tennessee, Octo- 
ber 8, 1871 he obtained his early education 
at Cumberland City Academy, Cumberland 
City, Tennessee. He graduated from the 
University of Tennesee Medical College in 
1905. 

Doctor Minor was a member of the First 
Christian Church, the IOOF Lodge and the 
Masonic Lodge. 
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Completely Air Conditioned 


Providing 
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RE 6-8320 
Jas. R. Ricks, M.D. Norman L. Thompson 
Medical Director Owner and Manager 
Mrs. Dade Thompson, Asst. Mgr. 











Journal of the Oklahoma State Medical Association 













